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Preface 


There has been a great deal of media attention and public debate 
on the increasing incidence of suicides in Kerala. The 90’s has been 
particularly traumatic. The incidence of Suicide in Kerala (27 per 
100,000 population) is about three times the national rate ( 9.2 per 


100,000). In 1994 alone more than 8500 persons committed suicide in 
Kerala. 


The Centre for Health Care Research and Education (CHCRE) 
and the Catholic Health Association of India (CHAI) jointly organised a 
three day workshop on "Suicide Proneness among the people of 
Kerala" in August 1994. This was a reflection of the popular and profes- 
sional concern about this rapidly spreading malady. 


The workshop was designed with a view to increase the partici- 
pants’ understanding of the nature and magnitude of the problem and 
to seek remedial measures. Over a hundred professionals and workers 
from the fields of social work, health, education, religion, journalism and 
law attended. Two important resolutions of the workshop were the fol- 
lowing: 

a) To work towards setting up suicide prevention centres in Kerala, and 


b) To publish the proceedings of the workshop, to be used as a hand- 
book for those who intended to involve themselves in suicide interven- 
tion programmes. 


A suicide prevention programme named Maithri, to be affiliated to 
Befrienders India, will start functioning at Kalamassery from 17 June 
1995. Besides providing befriending by trained volunteers, Maithri envi- 
sages using people's participation ina broad-based programme of pri- 
mary prevention of suicide. People’s participation will be channelised 


through Friends of Maithri, who will include community leaders, 
teachers, members of service organizations and others who are inte- 


rested in Maithri. 


"Suicide in Perspective: with special reference to Kerala" contain 
most of the papers presented at the workshop. It includes a few more 
papers to provide thematic completion. This book has been put toge- 
ther as reference material for the lay activists preparing themselves to 
involve in suicide prevention programmes. The papers presented deal 
with the nature and extent of the problem, the factors that contribute to 
it, clinical management and models for prevention programmes. We 
are hopeful that this book will inspire more persons at the community 
level to involve themselves in the prevention of suicide. 


George Joseph C. 
P.O. George 
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SUICIDE IN KERALA FROM 
A MENTAL HEALTH PERSPECTIVE 
PROF. K. A. KUMAR 


Among the various problems which cause great social concern 
in Kerala at present, increasing suicidal tendency among its people 
is an important one. During the last few years there has been conside- 
rable discussion about the increasing rate of suicide in the state. 
In the print media as well as in seminars and conferences this pro- 
blem has been discussed widely. 


Estimates : The rate of suicide in Kerala is far higher than the 
national average. According to the 1992 estimates the national avera- 
ge of death by suicide is 9.2 per hundred thousand population per 
year. In Kerala it is 27.3 i.e., almost three times the national average. 
This rate equals the suicide rate reported from many western 
countries where the psychosocial stresses faced by people are very 
high. In addition to this increasing rate there is another observation 
which is more disconcerting. This relates to the increase in the rate 
of suicide in Kerala in recent years. During the course of last four 
years the rate has increased from 17 to 27 in Kerala, whereas the 
rate of increase for the other States and the country as a whole 
is much less. Moreover, the increase in the suicide rate is far higher 
than that observed in western countries. These figures have come 
from the crime records maintained by the police. We all know that 
such records do not reflect the real estimate of any phenomenon. 
It is possible that there are many suicides which do not get included 
in the police records. Probably the converse is also true; many cases 
of homicides may be classified as suicides in the crime records. 
It would be hence difficult to decide whether the observation that 
more than 27 persons per one lakh people of Kerala commit suicide 
every year, is a correct estimate or not. In a historical, recent judge 
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of India has removed attempted suicide 


is change in the 
from the purview of the Indian dere pia et cr ane ir. 
legal position has not been known citi 
even to police personnel. Even today for many p e ie 
attempt in their family is a nightmare. It can invite elabora e inve g 
tions and interrogation by the police. The attitude of the society towar- 
ds suicide also deters many from reporting a suicide attempt. Social 
stigma, fear of allegations and scandals, embarrassment, guilt genera- 
ted by the event and the tendency to deny the guilt as well as 
the event — all these factors contribute to the tendency of people 
to keep a suicide attempt as a confidential matter and to avoid 
reporting it. The statistics that we have seen relate to the estimate 
of people who actually succeed in their suicidal attempts. There is 
no way of knowing the number of people who attempt suicide but 
do not succumb to it. A ratio that has emerged from countries where 
there is more credibility and accuracy in records is that the number 
of people who attempt suicide is about five to eight times the number 
of people who actually take their lives through suicide. Applying this 
ratio it appears that in Kerala on an average 135 to 217 people 
per hundred thousand population make an attempt on their lives 
every year. In absolute terms it is approximately 40,000 to 60,000 
individuals in a year. 


ment, the Supreme Court 


The more relevant question is, what are the factors that are 
involved in this increased incidence of suicide behaviour in Kerala. 
In the write-ups in the newspapers and magazines and in the articles 
in the seminars and the conferences, various factors have been pre- 
sented by many experts and research workers. There have been 
several research enquiries too. We do not have clear answers from 
any of these. No full-fledged research study has been undertaken 
anywhere in Kerala on suicide. Even if it is. undertaken it is not 
easy to unravel the various factors which are involved in a complex 
behavioural phenomenon like suicide. Notwithstanding these limita- 
tions it can be inferred that both individual and social factors are 
involved in the increasing numbers of suicide in Kerala. These two 
sets of factors are neither independent nor mutually exclusive. The 
social circumstances influence the individuals’ mind whereas the 
various conflicts, contradictions and weaknessess in the individuals’ 
mind affect the evolution and maintenance of the social matrix. Most 
of the human problems are the outcome of such a vicious: circle 
in which the individual and the social factors contribute. In an extreme- 
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ly complex and over-determined behaviour like Suicide, such a 
vicious circle would be more complex with much wider ramifications. 


This author had occassion to Study attempted suicide cases 
in two seperate studies conducted in 1973 and 1990 i.e., at an inter- 
val of seventeen years. Both these studies were carried out on self- 
poisioning cases admitted to general medical wards of a teaching 
hospital. The first study done in 1973 showed that about 55% of 
attempters were of the age group 20 - 40 years. Males outnumbered 
females in the ratio 10:6. The majority had elementary and seconda- 
ry education. Financial problems, inter-personal problems in the fami- 
ly and physical illness were reported in 19%, 40% and 60% respec- 
tively. Major life events were reported by 39%; psychiatric illness 
by 4% and alcoholism of husbands in 5%. In the detailed evaluation 
of the cases, however it was noted that 22.6% of cases had eviden- 
ce of a definable psychiatric illness which included Major Depression 
2.6%, Schizophrenia 2%, Paranoid disorders 2% and Neurotic depres- 
sion 12%. It was also observed that about 26% of the attempters 
had presented with various physical complaints to physicians during 
the few months prior to their attempts. 


In the second study done in 1990 the sex ratio was found to 
have narrowed down to 10:7.9 (M:F). 62% of the attempters 
belonged to the age group 20-40 years. Interpersonal problems were 
reported by 63% compared to 40% in the earlier study. Alcoholism 
of the husband accounted for 18% of suicidal attempts in women 
as compared to 5% in the 1973 study. Psychiatric diagnosis was 
possible in 16% of the subjects. Major Depression could be 
diagnosed in 6%. Chronic or serious physical illness accounted for 
11% out of which 7% were epileptics. 39% of the subjects had presen- 
ted with various physical complaints to physicians during the few 
months prior to the suicidal attempts, as compared to 26% in the 
earlier study. Only 21% reported stressful life events during a six 
months period, compared with 39% in the earlier study. 


The comparison of these two studies done with similar methodo- 
logy brings home some enduring features of suicidal behaviour as 
well as certain changes related to phenomena. Eventhough the male 
predominance in suicidal attempts continues, the proportion of 
women is increasing. There is a tendency for more young people 
to attempt suicide. The percentage of secondary school and college 


3 


educated is slowly increasing. inter-personal ta a hari 
than financial problems even | 3 
seta aad in lesser number of subjects in the recent sie 
contribution of psychiatric illness seems to be less, but among ne 
Major Depression seems to be more readily diagnosed. The mos 
significant observation is that alcoholism In husbands emerges as 
a major factor for suicidal behaviour of wives. In both these studies 
a sizeable number of individuals presented with physical complaints 


prior to suicidal attempts. 


CAUSES 


The causes or the factors that are reported for suicidal attempts 
differ in the police records and in the clinical data. Serious physical 
diseases, financial problems, unemployment and such other difficul- 
ties are reported as reasons in the crime records. In the clinical 
situation various problems in the family including marital problems, 
the difficulties in social life, love affairs, failure in examinations, financi- 
al difficulties etc., emerge as the reasons in that order. In about 
25% of cases no specific reasons could be cited for the suicidal 
attempts. It is also observed that men and women present different 
reasons and different circumstances as the basis for their suicidal 
behaviour. Among men, unemployment, severe financial difficulties, 
serious, chronic and disabling diseases, material deprivation in the 
family etc; are the factors which are reported. Among women con- 
flicts in the family, problems in the marital life, cruelty and careles- 
sness of the husband, harassment by the family members of the 
husband ("in-law" problems), difficulties related to rearing children 
etc; were the factors mostly reported. Financial difficulties are attri- 
buted by both men and women as factors reponsible for suicidal 
behaviour. But it is observed that men report more of financial difficul- 
ties and material deprivation as reasons for their suicidal act whereas 
various conflicts and problems in the family life are presented as 
causative factors by women in general. However on a close scrutiny 
it would be observed that this distinction is more apparent than real. 
Poverty, severe financial deprivation, major financial liabilities and 
debts, serious and disabling physical diseases etc. are the factors 
which lead to suicidal attempt in some men. But even among men 
ene “al Serious financial crisis or material deprivation which are 
aa ey behaviour. On the contrary, mild and moderate diffi- 

ulties, lack of competence in handling them and the emotional diffi- 
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culties and interpersonal problems arising from it are responsible 
for the suicidal attempts by both men and women. The financial 
difficulties in turn produces disturbances or instability in the family 
life. This is the real background of many suicidal attempts where 
financial difficulties are presented as the causal factor. 


Yet another phenomenon in Kerala which has attracted public 
attention is family suicide in which very often husband and wife com- 
mit or attempt suicide after killing (or trying to kill) their children. 
A large number of such family suicides have been reported in recent 
years. The despair and hopelessness related to family life is reported 
and projected as its reason. The concern towards children may be 
making the parents wish that their children should not suffer after 
their exit from the world. It may also be that they feel their act 
would gain completion only if children also join in it. In these suicides 
the disturbances in the family life, rather than deprivation in the materi- 
al means of the family seem to be the causal factor. Though suicide 
attempt originates as a purely personal idea, it gains the status of 
a family act in these cases. 


More than the gravity of the financial difficulties and genuine 
problems in looking after the family, it is the incompetence and the 
lack of confidence in handling these difficulties and the feeling of 
helplessness emerging from it that are setting the stage for the suici- 
dal behaviours. Even if there is sufficient income for managing the 
major expenditure requirements of the family, in many households 
there is no contentment or sense of satisfaction. The exaggerated 
notions about the comforts and conveniences needed for life and 
the inability to satisfy all these requirements readily disturb men and 
women of many families these days. Exaggerated ideals and 
unrealistic aspirations create disturbances in marital relationship and 
family life. This causes frustration and disappointment for many indivi- 
duals, especially in the middle class. 


SOCIAL MILIEU 


It is important that we perceive the socio-economic background 
for these individual tendencies as well. During the last few years 
there has been a rapid growth of consumerism in our society. This 
fosters exaggerated notions and hypertrophied aspirations about 
domestic comforts, education of children, standard of living etc. The 
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ally prone to this. The increased 
dia, increased travel and influence 


of the non-resident indian culture with its Conspicous nose ne 
contributed to the growth and development of con abi, 
Kerala. For people with moderate fixed incomes it is hg co 
difficult to meet the various demands that are cultivate in t Be 

sumerist culture. These create conflicts, and disturbances in fam Y 
life. The head of the family and the housewife tend to blame eac 

other for their difficulties. They both suffer the helplessness and frustra- 
tion, guilt and shame. They consider that the life of their neighbours, 
friends and relatives is much more prosperous, meaningful and colour- 
ful. This unhealthy comparison increases their bitterness and their 
feeling of shame and frustration. Such a comparison is applied to 
the education of children, size, comforts and facilities of the house, 
status and prospects in their jobs, and in many others. Such an 
unhealthy comparison forms a regular frame of reference for their 
behaviour. Time and again they think their family life has been an 
utter failure and an irreversible tragedy. 


middie class has become espect 
literacy, the influence of mass me 


It would be incorrect to persume that it is the growing influence 
of consumerism alone that is responsible for the increasing suicidal 
behaviour. One of the important factors which has emerged from 
the study in the Trivandrum Medical College is that 18% of the 
women suicide attempters report alcoholism of their husbands as 
the cause of their suicidal act. Among men also alcoholism and 
‘various medical, social and occupational problems arising from alco- 
holism emerged as important factors. It may be noted that the factors 
related to alcoholism were observed more in the case of suicide 
of wives of alcoholics rather than in the alcoholics themselves. It 
is understandable because very often it is the wives of the alcoholics 
and their children who are made to suffer much more than the alcoho- 
lics themselves. The problems faced by the wife and children of 
the alcoholic are very many. Financial difficulties, severe disturbance 
in the family life, social stigma, the embarrassment and the rejection 
faced in the society, all make the life of the wives of alcoholics 
miserable. For much of the tragedy in individual lives and much 
of the degeneration and discord in social life in our state, the increa- 
sing wave of alcoholism has become an important causative factor. 


er, A 


DISEASE 


The role of mental disorders like depression, psychoses and 
personality disorders is not negligible. It is also observed that the 
tendency for suicide was high among patients with epilepsy. Among 
psychiatric disorders depressive illness is responsible for the largest 
number of suicides and attempted suicides. If proper treatment is 
not given more than 50% of patients with severe depression may 
be at risk for suicide related behaviour. Out of them 15% to 20% 
may succeed in their attempt. 


lf appropriate treatment is given this risk can be reduced to © 
less than 5%. Major depression is a disease for which very effective 
treatment is available in modern psychiatry. Unfortunately there is 
a large number of patients in whom this illness presents in a 
misleading manner. These are the patients in whom the typical featu- 
res of depressive disease may not be readily obvious. Instead, the 
patients present with various physical complaints. With these physi- 
cal complaints, these individuals often approach physicians. The 
underlying depressive disease is very often not recognized. Investiga- 
tions are done and treatment is given symptomatically for the physi- 
cal complaints for several weeks or months, while the underlying 
depressive disease continues unabated. In many patients it becomes 
more serious and suicidal ideation increases and may result in a 
suicide attempt. Among the large number of people who attempt 
and commit suicide in the general population there are many who 
suffer unrecognized depressive disease which masquerade as physi- 
cal illness. 


The influence of consumerism, the increasing prevalence of alco- 
holism, the ruthless and competitive life style, all collaborate to set 
the tragedy of the individual in the contemporary Kerala society. 
Various values and practices that have regulated, systematised and 
energized our life for several generations are gradually being weake- 
ned. The sensitive mental health professional can also observe ano- 
ther factor. The ability to confront and handle adverse circumstances 
with confidence and fortitude and to overcome the disappointments 
and setbacks in day to day life is getting eroded in the personality 
of an average Keralite. Invasions and wars have never been a part 
of the history of Kerala. Severe natural catastrophies have not been 
part of our geography. Our children grow up pampered. The overpro- 
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history and our geography reflected in our child- 
raction patterns, all have made a 


hout much fortitude or frustration 


tection given by our an 
rearing practices and family inte 


typical Keralite an individual wit 
tolerance. 


Conclusion 


Beyond arithmatic and the analysis of data some of the factors 
behind the scene of suicide have been presented here. The relevant 
question is how are we to stem this tide. It is not easy to find simple 
answers. The solution lies both at the individual and at the society 
level. The individual should be able to make his life more pragmatic 
and energetic; and the society should contain the various socio- 
economic and socio-cultural forces pulling it in different directions 
and trying to threaten its stability. Admittedly, this is a very broad 
and theoretical observation. The various behaviour disorders, like 
personality disturbances and psychiatric illnesses need to be reco- 
gnized at early stages and appropriate treatment given. A concerted 
effort should be made to recognise alcoholism early before it progres- 
ses to an advanced stage. The emotional disturbances in family 
life should be handled through emapthy, understanding and humility. 
lf they grow beyond the level of being handled and ameliorated with 
individual or intra-familial initiatives, attempt should be made to avail 
of counselling. Systematic and scientific counselling in a practical, 
effective and affordable manner is yet to be developed in our 
country. Depressive disorders which often present with misleading 
features need to be recognised by general medical practitioners. 
These are some of the steps that can be taken at a functional level 
in medical and mental health settings to contain the problem of increa- 
sing suicide behaviour. ® 


SSeS ee 
‘Ses K.A. Kumar M.D. is the professor and head of the Department 
of Psychiatry, Medical College, Thiruvananthapuram; and Hon. Direc- 


tor, School of Behavioural Sci ; , 
Kottayam. clences, Mahathma Gandhi University, 


SOCIAL INSTITUTIONS AND SUICIDE 


Dr. GEORGE JOSEPH C 


Suicide is "the conscious act of self induced annihilation best 
understood as a multidimensional malaise, in a needful individual 
who defines an issue for which the act is perceived as the best 
solution" (Schneidman). 


There are several aspects of this definition which facilitate a 
comprehensive discussion on suicide. It occurs in a needful indivi- 
dual i.e. there is a felt need which has been unfullfilled. This need 
may be material, emotional, social or a combination of these. The 
person defines an issue. This definition may not be a realistic one. 
The issue may not be as serious as he defines it to be. However, 
the individual perceives suicide as the best or only solution. In the 
midst of crisis it is as if there is a constriction of his cognition so 
that he cannot consider other alternatives and his choice rapidly 
narrows down to suicide. This would imply that suicide is the final 
pathway for different types of individuals with varying needs, faced 
with several issues. This highlights another component of the defini- 
tion: suicide is best understood as a multidimensional malaise. 
These dimensions include the individual, the society and the type 
of issue, to name a few. The individual, his ways of perceiving and 
thinking and his personality traits all form a dimension which is signifi- 
cant is every suicide. Society including social support systems, cultu- 
re, standards imposed by the society, and social institutions form 
other dimensions. 


In such a complex scenario it is obvious that there are no simple 
explanations for the problem of suicide in general or, for that matter, 
a particular incident of suicide. It may be closer to the truth to say 
that many of us are satisfied with hasty or superficial explanations. 


Let us now look at the evolution of attitudes olga sch: 
Historically suicide has always been conskiersaa : alia 
—— = _ edeagiecdia hs ee ret eee that suici- 

ent, “Thou s 
= beanie sath from the opportunity to repent of other a 
mas Aquinas called suicide a sin of pride. A person conte p 9 
suicide was asserting in a realm meant only for Deity, since only 
the Divine had power over life and death. 


Another long-held view is that suicide is a criminal act. It is 
to be considered a legal crime so that individuals who attempt suicl- 
de, as well as those who abet suicide are to be punished. Mt is 
also a social crime as is reflected in the fact that families of suicide 
Victims and individuals who have survived a suicide attempt are often 
socially discriminated against and isolated. 


Another view is that suicide is a weakness or madness. One 
who attempts suicide is not strong willed, cannot withstand the 


rigours of life and hence cannot survive in this world. Similar to- 


this is the view that suicide is a madness, at least temporary. A 
modern extension of this is that suicide is the result of severe depres- 
sion, psychosis or personality disorder. 


Yet another view of suicide is to consider it as the great death. 
Hara-kiri of the Japanese and self-immolation in our own country 
are well known examples of this. 


There are many who would consider suicide as a rational alterna- 
tive to life in certain circumstances. In situations where life is so 
miserable or chances of survival so slim they may seriously consider 
suicide as a reasonable alternative to prolonging life. 


All the foregoing considerations are based on moral attitudes 
or an individualistic approach to human problems. 


; Against this background came a Frenchman Emile Durkheim 
with a sociological theory of suicide. In 1897 he published Le 
Suicide, a landmark in the evolution of the concept of suicide. Most 
of the present-day views on the social aspects of suicide originated 


Sh eermere 


with Durkheim. Suicide is not just a matter between individual and — 


God; it is not just a moral issue. It is to be viewed as part of an 
overall pattern of self destruction in a given society. Durkheim's 


views were opposed by adherants of the moralisti indivi ) 
concepts of suicide. Stic and individualstic 
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What are the major propositions of Durkheim's theory? 


1. Suicide is not merely an event related to an individual. Large 
scale Social dynamics determine the probability of 
suicide. 

2. Social integration: Each individual is less or more integrated 
with society. This depends on the individual’s childhood and 
upbringing, his family and the society. 

3. Cultural solidarity: Each society or culture has a certain 


degree of solidarity or cohesiveness within itself. 


So, individuals may have strong or weak integration with society. 
Culture may have high or low solidarity. The interaction between 
the social integration and the degree of cultural solidarity is the cruci- 
al index for suicide. The cultural control over the individual will 
depend on these two factors. A disorganized culture has low solida- 
rity and hence does not exert control over individuals. Even a solid 
social structure can exert little control if the individual is weakly integra- 
ted. Such situations of lowered group control increases the risk of 
suicide.Similarly too much control by society may also increase the 
chances of suicide. 


4. Collective representation of a culture is the spirit of the cultu- 
re aS a whole the guiding themes, moods or emotional 
climate. Under certain circumstances this group spirit can turn 
morose and self-destructive. A person who is well integrated 
into such a culture is especially vulnerable. The individual absor- 
bs the dysphoric mood of the larger society and may act it 
out with fatal results. The very forces that hold society toge- 
ther take on the opposite character and annihilate its vulnare- 
ble members a_ situation which may be _ called 
sociocide. 


Durkheim described four types of suicide — each characterized 
by a distinctive relationship between the individual and the society. 


‘lL. Egoistic Suicide : This occurs in individuals who do not have 
enough involvement with society e.g. intellectuals, creative indi- 
viduals, and celebrities of entertainment world. Such indivi- 
duals have a tendency to go their personal way until cultural 
constraints can no longer reach them. They are more likely 
to pick up collective representations. They are more sensitive 
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lancholy and despair in the 
the underlying currents of me | 
cal Lost in their own world they have little to grasp outside 


themselves when suicide im 

2 Altruistic Suicide : individuals with exaggerated or exces- 
| sive concern for the society are prone to this kind of suicide. 
A strongly integrated person ina high solidarity culture is parti- 
cularly vulnerable. A Japanese soldier committing hara-kiri or 

an Indian youth doing self-immolation after the Mandal Com- 


mission Report, fall into this category. 


3. Anomic Suicide : This raises the question of society's ability 
to function as it should. When social breakdown occurs OF 
social institutions fail, people feel let down; they lose their 
points of reference and are cast adrift. Individuals experience 
this in situations like loss of employment or loss of a signifi- 
cant tie to society. When this rupture is sudden or unexpected 
the risk for suicide increases. 


4. Fatalistic Suicide : Here again is a problem of excessive 
control by society — a society which stifles or oppresses 
some of its members. Individuals see all opportunities and 
prospects blocked due to the oppression and subjugation by 
the society. They die in despair of achieving anything in a 
culture that affords little opportunities for self-esteem and 
satisfaction. 


pulse arises. 


Modern research on the influence of the social-and cultural fac- 
tors on emotional disorders has centred around the health damaging 
effects of stressful life events and chronic stress (often related to 
job, family disturbance, financial problems, etc). The major factor 
which is believed to protect people from this kind of stress is social 
support. This is the support provided by the society to its individual 
members and is a major factor which enhances social stability. Opera- 
tionally social support is usually delivered at the interpersonal level. 
Social support exists because society demands it of its members. 


These rules and demands of the society are codified in and operate 
through the social institutions. 


| Hertzler defined social institutions as "cultural configurations to 
Satisfy individual and social needs. They consist of codes, rules and 
ideologies which shape individual attitudes and standardized social 
practices". Martindale called social institutions "standardized solu- 
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En 


tions to collective problems". They are essentially systems of social 
relationships with common values. Such shared values constitute 
foci around which life in the society revolves. 


: Social institutions are accepted not only by participants of the 
institutions but also by most of the other people of the society. Thus 


institutions are able to direct the ordered behaviour of the society 
as a whole. 


Two important characteristics of these institutions are their for- 
mality and continuity. They are formal and to an extent rigid. They 
do not accomodate pressures by individuals to change them. Simi- 
larly they outlive their participants and provide stable continuity. 
Because of these characteristics, individuals’ behaviour becomes pat- 
terned and ingrained and survives in subsequent generations. 


Religion and family are two of the oldest and most powerful 
social institutions. Family once performed all major institutional func- 
tions. But today other institutions have taken over many of the func- 
tions of the family — functions like recreation and education. But 
society still exists on the premise of the unity and continuous functio- 
ning of the family unit. 


Religion on the other hand relates man to the supernatural, 
helps him to seek peace of mind and provides moral guidance and 
control. Religion also helps in the areas of social security, sense 
of belonging, education and welfare. 


As these two institutions are less relied upon to achieve some 
of these goals others are becoming more important in realising many 
modern needs. Institutions like government, educational system and 
economic organisations are taking on many of the functions of the 
family and religion. This has lead to the weakening of the traditional 
social institutions. As mentioned already, an important function of 
institutions is social control. They define acceptable modes of action 
and social relationship - what is proper and legitimate. These defini- 
tions are indoctrinated into the young who internalizes these defini- 
tions as values. If institutions are weakened, social control is weake- 
ned. The outcome is possible social disorganization. Social disorgani- 
zation leads to increased probability of suicide. 


There is another aspect to this. Every stable society tries to 
protect its members through its institutions at times of physical 
danger or emotional stress. Funeral rites and other functions related 
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to death and bereavement are a good example of instnitionsaaee 
port at times of emotional stress. These have been devised by 


society over generations and have worked well. 


Our society is changing and evolving and hence is in a state 
of instability. We are witnessing widespread removal of economic 
activities from the family to the community setting. The structure 
of the family itself is changing in the face of a changing labour 
market. Children have to rely on parents alone for affection; there 
is no extended family any more. Paradoxically, there is a decline 
in the general parental authority. Schools are replacing family as 
the primary educational unit. And, generation gap intrudes into every 
family interaction. Compared to changes that took place a hundred 
years ago and fifty years ago, the rate of change in the last twenty 
years in truly mind-boggling. Moreover, these changes are cutting 
across cultures. Changes that took generations in the west are being 
put into effect within the span of a single generation in our culture. 
In the process one can witness the erosion of a number of dearly 
held values. Our society and institutions are not able to provide suita- 
ble emotional outlets to its members. Individuals feel lost and are 
left in a state of disorganisation. They seek out the easiest or most 
obvious outlets for emotional release, or give up altogether and turn 
to suicide. 


We are irrevokably set on new paths to socio-economic develop- 
ment. What are we aiming at through this development? We are 
aspiring to a standard and style of living that the western countries 
enjoy, even though the gap between the rich and the poor continue 
to widen. This has led to what Paul Magnarella calls a "Culture 
of Discontent". This new culture is characterized by a level of aspira- 
tions that far exceeds the bounds of local opportunities; and as long 
as this discontent persists, from a sociological point of view, the 
probability of suicide remains high. @ 


Nr Ee ee 
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DOES POVERTY CAUSE SUICIDE ? 


Sr. ALICE LUKOSE 


There is general agreement that ultimately it is the crossing 
of some threshold of psychological pressure that makes a person 
choose the option of death rather than life. Hence | believe that 
in the matter of suicide, the final analysis should be a psychological 
analysis and not an economic one. But being neither a psychologist 
nor an economist | am not competent to deal with these aspects 
directly. | would rather share with you my perceptions of certain 
economic and social factors which produce powerful psychological 
tensions in individuals and sometimes in groups. These perceptions 
have been influenced by my work among the disadvantaged fishing 
communities in different parts of Kerala. 


In recent times there have been frequent reports of whole fami- 
lies committing suicide. In these as well as in cases of individual 
suicides, often-quoted causes include financial difficulties. These diffi- 
culties may be in the form of long standing poverty or liabilities like 
unpaid debts or need for large amount of money in the near future. 


In the case of prolonged lock-out in a factory in Kozhikode the 
resulting unemployment and impoverishment were reported to have 
caused about thirteen suicides. There are similar reports from the 
industrial belt around Kochi. Such reports point to a correlation bet- 
ween economic distress and the choice of suicide. 


Every human being has an existential need to cope with the 
realities within and outside himself. When this coping becomes impos- 
sible due to economic or any other reasons, the resultant despair 
may lead one to choose death as the solution to the problem. 


social activist | find that the 


wever, aS a grass root level th 
6 ’ ngly low incidence 


fisher-folk with whom | work have surprisi en 
per | am also told by workers among the tribals that suicide 
is uncommon among the tribals too. Hence my understanding is 
that poverty by itself is not suicidogenic. But there Is a need to 
be more clear about the concept of poverty itself. | do believe that 
in certain cultural contexts, poverty can accentuate and deepen 
existing psychological stress in an individual or a group. Poverty 
or economic pressure has to be studied in its cultural context. 


THE PSYCHOLOGY OF A CONSUMERIST CULTURE 


Ours is a consumerist culture. Ours is also a democratic culture 
and this combination can create its own problems. A free enterprise 
economic environment encouraging consumerism can easily encoura- 
ge unhealthy competitive attitudes in people. 


The standard of life is measured by the level of consumption 
of goods and services. This leads to a ceaseless race for higher 
and higher level of consumption. This in itself can be a stressful 
cultural phenomenon. Added to this is the fact that we live in a 
democratic cultural ethos where equality is affirmed and sought after. 
Hence the craving for higher levels of consumption is not confined 
to the rich, but spreads through all levels of the society. Everybody 
begins to keep up with the neighbours. The dangerous and no-win 
games of comparisons about standard of life and one-upmanship 
FP sgin Ee wl part of the consumerist culture. Individuals 

Pped in this value system will i 
to varying degrees of stress. : REEDED NONE 


cult Since consumption is the important aspect of this culture, this 

“i IS oriented towards economic factors. It generates its own 
ame 5 Sab and conventions aimed at acquiring and spending 
one ig ashe acquired great importance. It is believed to give 
practices and ous on and mastery over one’s destiny. The cultural 
ce are concer da which have now acquired economic importan- 
like the dowry nad with acquisition of wealth. Even an old custom 
demands for higher sea senor conomic bearing. Expectations ‘and 
status that “ie ihn higher dowry and the prestige and social 
anid. economic = y dowry go on to exert often unbearable social 

pressure on economically vulnerable families. 
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Economic inadequacy and poverty when translated as social 
pressure can inject that quantum of additional psychological pressure 
which may take a person beyond his tolerance level and make him 
think of suicide as a better option than life. And, the present day 
consumerist culture exaggerates relative poverty and economic 
inadequacy, negatively altering individuals’ perception of life standar- 
ds, leading to depression and despair which contribute to the com- 
plex process of decision making in suicide. 


However, let us not forget the fact that there are vast numbers 
of the poor in this country whose choices are life affirmative and 
quite contrary to the self destructive choice of suicide. The poor 
as a whole seem to have abundant Psychological resources to affirm 
life and survive in spite of their economic hardships. Time and again 
| have been duely humbled and chastened by the poor around me 
who have affirmed life joyfully and abundantly in situations where 
| was close to despair. What | mean to point out here is the fact 
that poverty seem to produce its own variety of cultural and psycholo- 
gical resources which are usually not found in the affluent classes. 
It seems to me that even where economic resources are inadequate, 
some spiritual resources, born out of the struggle for survival often 
prevent people from resorting to suicide. 


SUICIDE EQUIVALENTS 


My stand so far has been that economic inadequacies do not 
inevitably, nor even largely, induce suicide among the poor. But 
when one goes a little further in exploring this theme, it appears 
that persistent poverty can induce in individuals and groups certain 
self-destructive tendencies and negative postures to life that are extre- 
mely close to the self-destructiveness of suicide. Take for instance, 
the prevalence of alcoholism among the poor, whether they are tri- 
bals or fisher-folk. There is a very high prevalence of persistent and 
debilitating alcohol abuse among all age groups in fishing communi- 
ties. On close scrutiny one finds that such alcohol related behaviour 
is equivalent to slow self destructive behaviour. | have often felt 
that this attitude towards life is a result of generations of inescapable 
poverty. Another self-destructive attitude is that of reckless improvi- 
dence about future. This attitude of unconcern about planning for 
the future probably stems from their disheartening conviction of never 
being able to come out of poverty. They have known only privation 
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ever experienced econo- 
the future. So 
rned about their 


and penury as realities of life. They have n 
mic adequacy in the past and do not expect it in 
it is not surprising that these individuals are unconce 
future. But isn’t this fatalistic attitude suicidal? 


This lack of self-esteem and attitude of confirmed self- 
depreciation are not only self-destructive but also a hindrance to 
their own liberation and prospects in life. Further exploration of the 
theme of suicide and poverty along these lines would require more 
precise tools of psychological and cultural analysis which are beyond 

@ 


the scope of this paper. 


Sr. Alice Lukose, WIN Soci 
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OUR SYSTEM OF EDUCATIONIS 
STRESS PRODUCING 
P.O. GEORGE 


Introduction 


Available data show that suicides have been on the increase in 
Kerala. It has more than doubled over the last ten years. The present rate 
of suicides in Kerala (27.3/100,000) is three times as much as the natio- 
nal average which remains at 9.2. Our state contributes 10.1 percent of 
all the suicides occuring in India, while our population forms only less 
than 3 per cent of the nation’s populace. That suicides have been increa- 
Sing in our state should be a matter of concern forall of us. The current sui- 
cide rate in Kerala is among the highest anywhere in the world. 


Suicides among the school children also have been on the increase. . 
The frequency is higher as we go further high in the ladder of professional 
education. That the students from the medical and engineering colleges 
register higher suicide rates is indicative of the same. Every year the publi- 
cation of SSLC examination results coincides with a spurt in the suicide 
rates in Kerala. 


| have known a class of twelve year old girls in a convent school in 
Kerala, where at least three children have made more than one attempt 
to kill themselves. In addition, about 30 percent of the children have tal- 
ked about suicide as an option open to them out of personal crises. It is 
shocking to learn that several children carry razor blades and bangle pie- 
ces or similar such sharp objects with the objective of hurting them- 
selves. The fact that children of very young age groups entertain suicidal 
thoughts should worry every right thinking individual. We should also 
realize that it has a ripple effect on others. 
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itis assumed that education like every oe cogent 2 oa 
hould hasten to 
life has contributed to this malady. | st : 
have any quantifiable data to substantiate this claim. | am not aware of 
any such organized study conducted in this matter In Kerala. 


This paper is an attempt to identify those factors in education which 
lead to stress and unhappiness among the students. We recommend 
that urgent steps should be taken to initiate qualitative and quantitative 


analysis in this area. 


| should like to mention at the very outset that my observations about 
suicides among students is based largely on my personal experience 
and my limited acquaintance with the field of education. The effort here Is 
to identify those factors which create stress among students. | hope that 
those factors will be subjected to systematic scientific scrutiny at the 


earliest. 
Education should be an experience of joy 


There is no doubt that education should be an enjoyable experien- 
ce. By definition education is the process of unearthing and cultivating 
the latent capabilities of the individual. It should be the blossoming and 
nurturing of the personality . The education system comprising of the 
teacher, school, curriculum etc. can only stimulate the mind and the facul- 
ties of the individual to activate his potential. Coersion and punishment 
can only inhibit this process. 


Everyone will agree that education in this sense should aim at the 
wholesome development of the person. But the present day education 
system in Kerala is oriented towards intellectual development alone. It is 
assumed that schools are only to "teach" children and all the rest will be 
taken care of elsewhere. Committing information to memory and retrie- 
ving it at will is perceived as the exculsive function of education. This 
necessarily causes a great deal of tension and trauma in the student. | do 
not deny that a certain amount of creative tension will contribute towards 
growth. But it can be very damaging if it goes beyond reasonable limits. 
We propose to examine those factors which cause stress among the 
children in the very process of education. 


Objectives of education are not clear 


There is no unanimity of opinion about the objectives of eduction 
among students, teachers,parents, and the government. Each looks at it 
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froma different view point. Differin 


g backgrounds and interes 
variety of perceptions. 's add to the 


We really do not know if the majority of students have ev 
about the goals of education. Most of them go through schools and colle- 


considered the routine everyone has to go through in the Socialization pro- 
cess. This lack of clarity affects their performance. 

| am of the view that the vast majority of the parents look at education 
as acquiring a qualifiction to find salaried jobs. This has two major 
dangers: 1) Jobs being in short supply, there is intense pressure on the 
Students to qualify ahead of others. This also includes the need for the 
‘other to perform badly. But what nappens to the ones who do not have 
the capacity to qualify ahead of others in spite of their very best efforts? 2) 
The expectations of the parents who make decisions not in keeping with 
the aptitudes and attitudes of the Student, are more likely to put pressure 
on children and adversely affect their performance. It is obvious that this 
Situtation can create a great deal of conflict, anxiety and trauma among 
the students. 


Those who look at children’s education, particularly the choice of the 
institutions, the courses of study or the kind of teaching aids as prestige 
symbols are not few. There are those parents who consider education as 
a means of safely engaging children. With the advent of nuclear families 
and having both the parents employed, schools and colleges are a way of 
keeping children out of trouble. | am aware of the difficulties experienced 
by working parents to look after their children during holidays and 
vacations. 


It will not be unrealistic to state that the vast majority of teachers hold 
the development of the students as of low priority. Teaching is viewed as 
a comfortable profession which is not very demanding. Teaching is seen 
as a means to further one’s own personal ends. It is not surprising that 
teachers in many institutions work according to the minimum standards 
of performance. This does not lend itself to innovations or improvisation 
in keeping with the needs of the students or the demands of the situation. 
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THE MAJOR PLAYERS 


Among the several players in the field of education, the students, the 
parents, the teachers and the goverment deserve special attention. Each 
of them presents several contradictions which create confusion, disbe- 


lief, stress and trauma among children. 
The Student 


There are 58.74 lakh students in our schools and 3.26 lakhs in our 
colleges according to 1 989-90 data. This does not include students in pro- 
fessional colleges, post graduate study centres or vocational training — 
centres. Similarly it does not include students attending the non-— 
recognized schools, parallel colleges, tuition centres etc. There are | 
12141 schools and 172 arts and science colleges spread over the state. 1 
A huge mass of people which forms about 20-25 percent of the popula- | 
tion constitute the student community in the state. | am afraid that the 
majority of this student community does not enjoy the education process. 
They do experience several contradictions. Some of them are as follows: 
a. The education system in the state has been designed to cater to 

intellectual development. Here too the focus is on cultivating memo- 
ry power. Anyone unwilling or incapable of excercising their memo- 
ry adequately will find the exercise difficult, boring andirrelevant. 


b. There is a great deal of peer pressure to perform. The emphasis is 
on outdoing the other. As important as one’s own winning is the 
other’s losing. Fear of not being able to perform better than one’s 
colleagues and being outdone by his mates causes tension and 
anxiety. 


Cc, Children are expected to put in too much work and little or no play. 
With regular classes, tuitions, coaching sessions and other acade- 
mic programmes, the children’s time is accounted for to the last 
minute. 


d. The curriculum has been set with the above average or brilliant stu- 
dents in mind. The vast majority of students who do not fall in thi 
category, may find the entire education programme difficult an 
unmanagable. They may lag behind. Parents in their anxiety ma 
provide for tuitions and other props further complicating matters. 


e. The student may not find in his teachers or parents role models wh 
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set examples of academic excellence or personal brilliance. The 
realizatioin that the standards set for him are those the former have 
found difficult to achieve, can at times be very disturbing. 


With the fierce competition existing among the students in the 
same class, they find in each other a rival to be outdone or even an 
enemy to be overcome. There is a great deal of mistrust, Suspicion, 
fear and jealousy among students of the same class. Friendship 
and fellow feeling, the hallmarks of student communities in the 
past, are conspicuous by their absence today. 


g. Children are greatly attracted to the media, especially television. 
Parents who watch television as the means of entertainment often 
do not allow children to do the same. The attraction of the sports 
and games events,movies, music programmes and others beamed 
over Doordarshan and the cable network is too tempting for stu- 
dents to resist. No wonder if they watch them behind closed doors 
or while the parents are away. 


h. There is overall value erosion among the students. They have lear- 
ned from their own and others’ experience that almost everything in 
the educational field can be bought — passing examinations, 
admissions to prestigious courses and institutions, altering reports 
and securing honours are possible with money. This leads to 
devaluation of hard work and perseverance among large sections 
of the student community. Those who work hard and hold on to 
values are ridiculed or harassed. The emphasis is to gain 
money,win friends with connections,and experiment with what the 
group considers important. 


i. The politicization of the campus also has its impact on the educatio- 
nal process.With the entry of outside leaders,the campus agita- 
tions have very little to do with education. Children who wish to 
study find themselves pushed to a corner. They are forced to seek 
help from outside agencies like parallel colleges,tuition centres 
coaching classes etc. at exorbitant cost, and considerable 
inconvenience. 


The above mentioned are some of the factors which affect the educa- 
tion process in our schools and colleges. The fear, suspicion, anxiety, 
mental agony, personal animosity, and distrust can, besides affecting 
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one’s academic performance, tell on one’s mental health as well. 


The Parents 


Next to the students, their parents are the most decisive players in 
the process of education. Their role is that of role model, facilitator, coun- 
sellor, provider, decision maker and problem solver. In addition to secu- 
ring admissions to the right institutions and appropriate courses the 
parents are: to oversee the overall performance of their sons and 
daughters. They ensure that the teachers’ orders are carried out and are 
given additional professional help, if need be. The students home work is 
often the parents’ responsibility. In enacting the above mentioned roles 
the parents sometimes go to extremes. 


This can lead to a great deal of problems. They do not realize that by 
being over-enthusiastic about their children’s success, they are making 
them more dependent. They also contribute to their stagnation. The 
parents themselves become part of the system. Some situations are pre- 
sented below: 


a) The parents fully involve themselves in the competition. Having 
one’s child outdoing the other is often considered a prestige issue. 


b) The parents quite often demand from the child what they them- 
selves could not do as students. 


c) Medicine and Engineering are considered two dream professions. 
Hardly ever do parents encourage children to consider other profes- 
sions, no matter what their aptitudes are. Preparation for admission 
to these courses start from early childhood. 


d) Several parents insist on the children securing ranks in public exa- 
minations, so that they can hold their heads high among friends and 
colleagues. Unfortunately helpless children are made victims of 
parents’ fancy and vainglory. 


e) The emotional outbursts and temper tantrums, that the parents res- 
pond with in case of poor performance, unnerve the children and 
often force them to think of unfair means to show better results. 


Teachers 


The other important player in the field of education is the teacher. 
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He is expected to facilitate the blossoming of the child’s personality. He 
should stimulate the mind, imagination and creativity of the neha He 
should set personal standards and inspire students to emulate them 
through constant interaction. Timely and responsible disciplining also 
should be part of the education process. 

Itis worthwhile to recall here that teaching is not a vocation as it used 
to be in earlier days. It has degenerated into just another profession. 


Some situations in which the teachers create conflicts in the minds of the 
students are listed below: 


a) The teachers very often are not sufficiently equipped to teach. The 
academically brilliant person may not necessarily be a good 
teacher. Unfortunately several of them lack the capacity or motiva- 
tion to relate information to practical life. 

b) It will not be an unrealistic estimate to say that the majority of the 
teachers consider teaching just another profession. What bothers 
them more will be their pay and perks, rather than the welfare and 
development of the students. 

c) Majority of the teachers do not pay individual attention to the stu- 
dents. With the large mass of students attending our educational 
institutions, it is not easy. However, those who even make such an 
attempt are few. 

d) Asaresult of powerful unions advocating the cause of the teachers, 
disciplinary action on deviant teachers is not possible. 

e) With the policy of "All promotions" or heavy moderation in marks, a 
teacher's performance is not judged by the results he produces. 
Very often the norm adopted is minimum standards of 
performance. 

It is understandable that anyone operating with this standard can- 
not stimulate others to perform to their capacity. 

f) | The majority of present day teachers in Kerala are not up to date 
with the latest development in the field. They hardly read professio- 
nal material, attend conferences or undertake research projects. 
More often than not, the original fund of information they gathered 
during their own student days is the only source. This fund, if not 
supplemented can deplete or dry up. : 

g)  Thecredibility of the teachers found guilty of undesirable practices 
and habits like addictions, immorality, dishonesty etc. will be very 
low. They cannot assist in the formation of students. 
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udents to further their personal interests 
cannot be expected to discipline them. Recall here the very many 
demonstrations organized by the students "to show solidarity with 


the demands of the teachers’ associations". 


h) Teachers who use the st 


What is required today is restoration of the credibility of the teaching 
community. They need to equip themselves to become effective facilita- 
tors of students. What they need to aim at is maximum standards of per- 
formance, not the minimum. Such a teacher alone can gain the confiden- 


ce of the students and be of inspiration. 


The Government 


The government plays a very important role in formulation and imple- 
mentaion of the educational policy. It should be pointed out here that in 
most cases the policy decisions have been dictated by political considera- 
tions. The welfare of the students is hardly ever at the centre of the deci- 
sions covering education. Influencing the electorate, dictates of the 
powerful managements or demands of the teacher's unions have sha- 
ped the policies governing education in the state during the last few 
decades. The welfare of the students, needs of the state or projection of 
the further requirements of the people have been lost sight of. There has 
also been a concerted effort to shape the education programmes to suit 
the needs and interests of a few close to the centres of power. 


Several of the situations mentioned above have been caused by the 
faulty decisions of the government. The victims of such a process are 
none other than the students. 


The Entrance Examinations 


Entrance examinations for admission into the professional colleges 
were introduced in Kerala in the early 80’s. Prior to that the candidates to 
all the professional colleges were selected according to their grades in 
the qualifying examinations. This means that those who have been doing 
well inthe lower level examinations and the qualifying examinations were 
given admission. The assumption was that only the academically bright 
Students could seek admission to professional colleges. In other words 
professional courses were reserved to the brilliant students who con- 
sistently performed well. The others could not aspire for the elevated pro- 
fessions and hence were to remain content with other less attractive cour- 
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ses. The accent was on consistent academic performance. 


| Introduction of entrance examinations has drastically altered the sce- 
nario, Opening the doors for the entrance examinations to anyone with 
minimum marks in the qualifying examinations, the number of candida- 
tes participating in such examinations has drastically increased. With the 
theoretical possibility of one or the other with poor grades getting selec- 
ted in the entrance examination, everyone including the bright, the 
mediocre and the backward have been entertaining the hope of getting 
through the entrance examinations. This phenomenon has several impli- 
cations: a) Every parent dreams of getting his child to the medical colle- 
ge. b) Parents start considering this possibility from the early childhood 
onwards. Schools are selected with a view to training children to do well 
in ‘competetive tests’, however inconvenient they may be. c) Children in 
schools are pressured to perform beyond their capacity so that they can 
do welllater. d) Students at pre-degree level are made to attend coaching 
classess in addition to the regular classes. In certain cases the coaching 
classes have been considered more important than the regular classes. 
Those who study mathematics in addition to the science subjects to be 
able to appear for the medical and engineering entrance examinations at 
the same time, have been on the increase. e) Children pressurized to per- 
form well in coaching classes are often disappointed and broken- 
hearted, in case they failed. f) Children being forced by parents to appear 
for entrance examinations more than once, have to live with the tension 
and anxiety more than once. g) The pressure to perform, anxiety not to 
fail and fear to disappoint one’s parents can have an adverse impact on 
the children’s behaviour. This is turn will affect their academic performan- 
ce as well. h) Students preparing for entrance examinations have to forgo 
relaxation and entertainment programmes. We must remember "All work 
and no play makes Jack a dull boy". 


The Examination System 


The examination system today also puts a lot of pressure on the stu- 
dents. The accent has been on memory, storing information and retrie- 
ving it in time. The fear that failure to recollect the appropriate answer at 
the right moment can upset all the dreams for future, can be very hard to 
stomach. This often forces the children to resort to malpractices. The 
guilt feelings and the fear of being caught red-handed would result in a 
great deal of stress. Of course, the wisdom of assessing one s academic 
capabilities by one examination has been widely contested. However for 
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want of anything better at this stage we have no choice. 

The internal assessment system in vogue in professional “ts . 
theoretically a better method of assessing the performance ty " : 7 
dent. This however presumes that the teacher Is competent and that he 
has sufficient interaction with the students to know of his strengths, 
weaknesses and capabilities. In situations where the teacher's com- 
petence is in question or where the intercation with the student is limited, 
internal assessment has been used as an effective mechanism to control 
the students. Hence the sobriquet “internal assassination’. There has 
been reports in the press about suicides and attempted suicides among 
students due to the harassment and victimization of students by teachers. 


Value System. 


Any system or practice is as good as it is allowed to be. The internal 
assessment system expected to make up for the limitations of the large 
scale written examinations has been made into a farce by the interested 
people. Similarly the entrance examination planned to remedy the ills of 
the old system of selection has given rise to several new problems. 


It is the prevailing value system which governs practices. The value 
system governing the education system also is no different from that in 
the other walks of society. The emphasis is on quick returns. Money is 
value. In the pursuit for more money, the other, no matter whether he is 
the student, party colleague, friend, relative or any one else, is to be out- 
done, outwitted and overcome. The values again are governed by the 
consumerism ruling firm in the Kerala society. The intent is to reach out to 
a profession which will generate more money at less expense. 


. The values of honesty, truthfulness, hard work, justice, equality and 
religion. have been devalued. They can also be purchased ata price. The 
education system and its practices also have been governed by money. 


This is true of all facets of education with regard to all the players mentio- 
ned above. 


Suicides Among Students 


For want of scientifically collected data, we can only go by observa- 
tions. Suicide among children are on the increase. The incidence is 
higher in professional colleges. In addition, there are many more who 
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entertain suicide as a feasible option. This can be seen among children of 
tender age groups also, as | have pointed out earlier. 


As important as suicides among children, the number of those who 
run away from their homes also is on the increase. Can we assume that 
they leave homes because the pressure is too much to live with? Simili- 
arly alcoholism, drug abuse, gangsterism, eve teasing, mafia culture and 
violence are on the increase on our campuses. 


| only intend to juxtapose the inherent contradictions in the field of 
education and the scenario of suicides and other parasuicidal behaviour 
among students. Whether they are causatively linked is to be established 
by scientific studies. However, it can be stated with a fair amount of confi- 
dence that the stress and strain originating from the system of education 
is not healthy. It does not provide for better formation of the students or 
the greater development of the youth. 


Conclusion. 


We believe that the system of education should be an experience of 
joy to the student as well as the teacher. Unfortunately the students in 
Kerala experience a great deal of stress during their school and college 
days. This may be due to lack of clarity in the very goals of education or 
the contradictions experienced by the several players involved in the 
process—ike the students, parents, teachers and the government. The 
practice of entrance examinations also has contributed. The general ero- 
sion in values in our society has helped to accelarate the degeneration. 


Incidence of suicide among students has been on the increase. 
Same is the case with other para-suicidal behaviour patterns. Unless 
concrete measures to arrest the escalation are taken on a war footing, 
the future appears rather gloomy. 


This is the hour for concerted action. The government, voluntary 
agencies, parents, teachers, and everyone concerned about the good of 
the future generation should sit down together urgently to work out ways 
and means to remedy this situation. ® 


SPO SE as itd eee 
Mr. P.O. George is the Director of Centre for Health Care Research and 
Education, Rajagiri College of Social Sciences, Rajagiri P.O., Kalamas- 
sery - 683 104, Kerala. 
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SUICIDE - A TRADITIONAL VIEW 
VAIDYABHOOSHANAM K. RAGHAVAN THIRUMULPAD 


The tendency for suicide has been becoming more prevalent 
in Kerala in recent times. In the last few years this has reached 
such alarming proportions, that public debate on how it can be cur- 
bed has become necessary. 


Suicide cuts across all barriers and affects people of all communi- 
ties and social status. Failure in achieving something that is fervently 
desired, or fear to face certain life situations can be thought to be 
the background of most suicidal attempts. Most religions consider 
suicide a sin. Suicide is killing oneself and any killing (himsa) is 
essentially sinful. 


There are some psychological conditions in which suicide is a 
symptom. People who attempt suicide can be considered to be men- 
tally affected, at least temporarily, though not always mentally ill. 
Disappointment and unbearable pain sometimes prompt suicide; just 
as the feeling that one has entirely fulfilled one’s life purpose. Among 
the Jains, putting an end to life in old age by willingly fasting is 
considered to be an act of virtue. However, most people would agree 
that any attempt at suicide is to be viewed as an event evoking 
sympathy. 


In Ayurveda, persistent suicidal tendency is a symptom of 
certain mental diseases. In such a situation, proper curative treat- 
ment is required for the patient. In addition advice of a general nature 
is also given as to how to keep the mind healthy, brave and in 
a state of equanimity. - 


The function and structure of the mind also are explained so 
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an be maintained, and utilized properly. 
d is formed of the subtlest part of the 
t we take. Structurally it is material 
(bhowthika). Primarily mind depends on what one eats, ba 7 
digests and assimilates what one eats. We can infer that in ae 
all the actions in life, somehow or other affect the mind. So the 
elementary principles of a healthy body are binding for a healthy 
mind also. The body exerts its influences on the mind just as the 
mind has its influences on the body. Functionally, the mind is said 
to be the organ of thought. Basically mind is what one thinks. There 
can be two aspects of thought, emotion and discretion. Emotion is 
the reaction of the mind to circumstances. Discretion is born out 
of the consideration of the circumstances. As any other organ, it 
can be trained to react properly, and consider with discretion. 


as to understand how it c 
The substance of the min 
essence of the food tha 


Yoga is the method of training the mind. As a prelude to training 
and restraining the mind, there has to be conscious effort to control 
life with yama and niyama. Yama is morality in nature (ahimsa — 
non-injuring, sathya — truthfullness, astheya — non-stealing, brah- 
macharya — continence, and aparigraha — non-possession) 
Ahimsa indicates kindness which is the basic virtue, the virtue of 
virtues; as without kindness no other virtue can be sustained. 
Sathya is kindness in essence as asathya is falsehood and is inju- 
rious to others. Stealing is acquiring somthing that is not one’s own 
by merit. Continence is not limited to regulations of sexual activity, 
it includes control of all the senses — sense of knowledge 
(Ramocmeim), the senses of action (@@cam@sim). Non-possession 
means that one should not intend to amass anything much more 
than what is needed for maintaining oneself and others who are 
under one’s care, and for doing one’s duties. Even if much more 
is earned by one's truthful effort, it has to be administered as a 
trust bequeathed by God for the benefit of the world. Riches have 
to be earned virtuously and utilized virtuously. These laws of a good 
life have to be strictly observed and practised, so that the mind 
does no wander waywardly and commit blunders; to escape from 
the effects of which people commit suicide. 


Actually these virtues strengthen the mind. The Niyamas are 
(1) Su D210, purity (2) aveqnoatic — contentment (3) avsowyom. — 
regular and systematic study (4) Mas, — endurance in performing 
one’s duties (5) mvwe piolawions — surrendering oneself to God 
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and submitting one’s will to the 
In its various forms. Then COMeS @QMMe 


; : Syn Maowl (permanence 
In sublime equanimity, peace) are particularly indicated for Spiri- 


tuality. For the ordinary individual bhakthi eso (devotion to God) 
and stamome (descriminate understanding) will be enough for the 
control of mind in daily household life. Actually all people have these 
as tendencies but we have to refine our tendencies by learning and 
practice.This is the way to contro! the mind and prompt it in the 
proper direction. 


Any kind of control of the mind in the basic level is impossible 
without controlling the habits of food. If we control our palate, the 
control of the senses and mind becomes easier (smo Mécqy slew 
ee). Other activities of life, exertions in everyway, sleep etc, have 
also to be controlled. Controlling does not mean complete abstinen- 
ce, it means avoiding the extremes - without being more (era) 
or less (acim). As the Bhagavath Geetha SAYS, “O}43M22000 allanoe 
MS QB® cansism, &Gamm} 0260 aWialnoa cowMy cMocyo 
SUM) 3}:QJa09” Yoga is the condition of equanimity mam cmon 
2 em. Yoga promotes efficiency ewmons adam MT} &dWVelc. This 
is the way to control the emotions of the mind and actions of the 
body and to effectively direct the proceedings of the intellect. This 
is the method to control oneself in the virtuous way, avoiding trans- 
gressions and aberrations in the morals of life. 


All these can be condensed in the ardent devotion and uncondi- 
tional surrender to God which is Bhakthi-Yoga. Prayer is not just 
placing before the Lord some requests for sanction. It is the willing 
Surrender of one’s will to the will of the Lord which enlightens the 
correct and the straight way of a virtuous life. It assists one to pursue 
virtue in the strictest sense of the term. In Ayurveda it is said that 
only virtue brings happiness. avjeJors availmo wéamoes. It is happi- 
ness for which we all strive by all our activities of life. myasodmno: 
MAJ G}MInO: AMO: mvGaqy: (aiauyemowo: From sunrise to sunset and 
from sunset to sunrise, whatever is done by us has to be virtuous 


33 


for happiness. Rules and regulations for a virtuous life (crwa@oasJ0O) 
are elaborately prescribed in Ayurvedic texts. 


it is also advised that what is said has to be understood only 
as examples (QB9a NEM momo). The idea behind the advice has 
to be properly grasped to be put into practice In changed conditions 
and circumstances of life. It is not the letter but the spirit that !s 
important. The letter has to be followed understanding the spirit 
behind it. Also, it is not pleasure but happiness that has to be sought 
after. Pleasure Is momentary and transitory, but happiness is eternal 
and sublime. Seeking pleasure one may transgress the path of 
virtue, but happiness is the companion of virtue. Where there is 
virtue, there is compassion. Where there is compassion there is sel- 
flessness. Pleasure is selfish and happiness is selfless. The idea 
and ideal can be cultivated by the association with virtuous people. 
But the seed has to be in one-self. 


How are all these relevant to the subject of suicide? The circum- 
stances leading to suicide related to not only personal but also 
domestic, social and other factors. Many of these factors can be 
avoided or overcome if individuals lead a virtuous life. Also, if one 
has moral courage, one can withstand adversities and overcome 
fear. Perhaps the recent Supreme Court judgement was long over: 
due: suicides cannot be prevented by threat of punishment; a solu: 
tion to the problem can only be found in personal and social morality 
This is the essence of what the Ayurvedic texts have to offer or 
the subject of suicide. Even if suicidality is considered a malady 
the cure is not in treatment alone; a compassionate and toleran 
family and society are also equally necessary. 4 


EES 
Vaidyabhooshanam K. Raghavan Thi isi 

ing : rumulpad is a practisin A 
dic physician, teacher, and Sanskrit scholar. : begga 
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MEDIA AND SUICIDE PRONENESS 
AMONG PEOPLE OF KERALA 
Dr. C.J. JOHN 


Introduction 


The people of Kerala are extremely receptive to mass media. 
It is estimated that over eighteen lakh copies of various newspapers 
reach them every morning. "Newspaper" in the morning is one of 
the essential habit of a Malayalee. Twenty lakh copies of family 
weeklies which has a varied mix of novels, features, astrology, 
psychology, health and cinema reach its readers every week. The 
approximate number of television sets in Kerala exceed fourteen 
lakns. The viewership for the tele serials and Malayalam films 
telecast in Doordarshan is astonishing. No one in the state is outside 
the influence of the mass media. This has shaped the people’s life 
style, health awareness and political orientation. Mass media has 
its positive and creative effects. Similarly it has its negative effects 
too. Media without inbuilt censors, and sense of purpose can be 
damaging for the society. This article "Mass Media and Suicide 
Proneness in Kerala" attempts to do a constructive criticism. 


Suicide, as noted by Schneidman, is best understood as a 
multidimensional malaise. The effort here is to focus on the role 
of the media in cultivating the desire for self extinction in vulnerable 
persons. Research in behavioural science has emphasized how 
aggression in visual media triggers aggressive impulses in society. 
Similar research studies substantiate media’s role in suicide also. 


THE PRESS 
During April of 1994 alone, Kerala witnessed over ten family 
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suicides. The first series of mass suicides in early April ipcelver 
a lot of Press coverage. This appeared as front page iii 

number of family suicides followed like a ripple effect. e i 
items did give a lot of emphasis on the miseries which pushed these 
persons to suicide. Most of the stories carried their photographs also. 
At a very subtle level the narration gave an impression that the 
act of suicide was an escape route from poverty and stress. Studies 
prove beyond doubt that prominent news coverage of suicide has 
the effect of increasing suicidal behaviour within the readership area 
of the newspaper. It is quite possible that a few of the episodes 
of mass suicides in April derived its inspiration from the newspapers. 


Sensational news coverage represents an effort to whip up 
public interest in the story through lurid headlines and sometimes 
grotesque details about the suicide. This trend should be 
discouraged. The press should also reexamine the policy of reporting 
death by suicide separately. Do these news items in any way 
contribute positively to the growth or strength of the society? Hardly 
any one welcomes a news item in press which carries the story 
of his or her loved one committing suicide. It is to be noted that 
in an attempt to entertain a section of readers, the press further 
tortures the already distressed relatives and friends of a person who 
had committed suicide. Can this be rated as positive journalism ? 
Wide publicity of suicides may produce a familiarity and acceptance 
of the idea of suicide and may remove the taboo for those who 
have suicidal ideation. This will also lower the threshold at which 
point the behaviour of suicide is manifested, and introduce suicide 
as an acceptable alternative response or option to life stresses. 


Fiction and Features 


The teenagers and youth are particularly susceptible to the 
negative media influences. It is true that a large number of them 
who are vulnerable have weak social support mechanisms and 
adverse pyschosocial backgrounds. The tendency of disturbed young 
persons to imitate highly publicized suicide has been called "Werther 
Syndrome" after the protagonist in Johannn Wolfgang Von Goethe's 
novel "The Sorrows of Young Werther". The novel in which the hero 
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kills himself was banned in some European countries because of 
a spurt of suicides by young men who read 
killed themselves dressed like Werther or left t 
passage describing his death. 


it. Some, when they 
he book open to the 


The novels and features on suicide which appear in some of 
the popular weeklies in Kerala do possess a potential to induce 
a delayed "Werther effect". Glorified stories of suicide are registered 
in young minds in a convincing manner. The aversion to the idea 
of suicide is thus weakened and this helps the person to identify 
points to justify suicide in others. When the person faces a life Crisis, 
the act of self-harm naturally emerges as one option. The models 
of suicide projected in media acts like a slow virus. The effect is 
seen in situations of crisis after a latent period, when the desire 
to live and face the crisis is overpowered by death wish. 


THE VISUAL MEDIA:Catching Them Young 


Studies from the west indicated that there was an increase in 
adolescent suicides after popular television programmes which 
depicted the suicide of a teenager. In our clinical practice also we 
come across an increase in suicidal attempts after the telecast of 
Malayalam movies in which the hero or heroine commits suicide. 
The element of glorification of suicide in visual media is intense. 
The impact of this on children is disturbing. The quality of 
entertainment Doordarsan provides for children is very inferior and 
hence they join the adults in viewing programmes not designed for 
them. A survey conducted on children between three and twelve 
years indicates that nearly sixty percent of them are glued to the 
television sets at the time slot when the Malayalam movie is telecast. 
The child tries to live out adult themes seen in these movies with 
a child’s brain. 


A Malayalam film has a hero (enacted by a superstar) who 
stages a suicide game in front of children, wherein he actually 
commits suicide. One of the film’s many viewers was a ten year 
old boy. The boy failed in absorbing the death wish of the character, 
instead was thrilled by the novel game of hanging. The game was 
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imitated in front of friends of his age. The noose was tied and in 
final horror — the death scene enacted. Luckily the amateuris 


attempt failed. The boy was hospitalised for neck injuries. He would 
have killed himself. Who would be blamed then? The media for 
telecasting the movie or the parents for allowing him to see it, or 
destiny? There are several movies and sponsored serials which plant 
suicidal ideation at a very tender age. Thus we hear of little children 
threatening to commit suicide when they are angry OF frustrated, 
picking up cues from visual media. This is a most dangerous trend 
the society should be concerned about. The planners of the media 
have to look at this problem with a sense of commitment towards 


the growing generation. 


What can media avoid? 
1. Avoid repetitive, ongoing or excessive coverage of suicide. 


> Avoid sensational coverage of suicide - avoid lurid head lines, 
decrease the prominence of news by including it in the regular 
column of deaths, avoid dramatic photographs of funerals, site 
of suicide etc. 

3. Avoid presenting elaborate accounts of the victim's crisis, which 
may eventually provide messages justifying the act of 
suicide. 

4. Avoid coverage or depiction that amounts to a ‘how to do it’ 
manual for those who might wish to imitate the suicide. 

5. Avoid picturisation that legitimises suicide as a reasonable 
alternative among a range of reasonable alternatives, rather 
than a rare act of a troubled or severely depressed 
individual. 

6. Avoid coverage or depiction that glorifies the victim or 
glamorises suicide. 

7. Avoid coverage or depiction that represents suicide as a tool 
by which things are accomplished. 

8. Avoid projecting victims of demonstrative suicide or self 
immolation in a political agitation as martyrs. 


| q media managers adhere to the above guidelines, efforts in 
suicide prevention can be made easier. 
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Conclusion 


The media in Kerala has a great role to play ‘in diminishing 
the suicide rates. Media persons in this state are extremely sensitive 
to social issues and the media today has taken several steps in 
the prevention of suicide. The phenomenon of suicide is a symptom 
of major diseases affecting society. Efforts to control suicide 
proneness, thus take care of the health of the society. The creative 
role of mass media in projecting the culturally appropriate values 
and right attitudes is essential in building a healthy and cohesive 
society. In a race with commercial priorities, this is a difficult task 
to accomplish, but still possible! ® 


Dr. C.J. John M.D., a psychiatrist, is the Head of the ae ly 
of Mental Health, Medical Trust Hospital, Cochin-16 and Hon. 
Director of Maithri. 
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PSYCHIATRIC DISORDERS AND SUICIDE 


Dr. C.J. JOHN 


introduction 


The importance of social influences in determining the prevalence 
of suicide should not obscure the major role played by psychiatric 
disorders in such deaths. Several studies have addressed the subject 
of suicide from a clinical angle. Robin et al (1959) & Dorpat et al (1960) 
in U.S.A., Barraclough et al (1974) in England, Beskow (1979) in 
Sweden and Chynoweth et al (1980) in Australia have examined this 
issue in detail. The clinical findings from these five suicide studies 
conclude that well over 90 percent of suicide victims are suffering from 
a major psychiatric illness at the time of the act. James Antony (1989) 
from Kozhikode in Kerala observes that 80 percent of the suicide 
attempters brought to the medical college set up there had definite 
psychiatric illness. Depression accounts for roughly half and chronic 
alcoholism for about one fourth of the suicides. smaller contributions 
are made by schizophrenia, organic brain syndromes and drug abuse. 
Each of this clinical condition is discussed below, with specific 
reference to the problem of suicide. 


DEPRESSION AND SUICIDE 


Depression is the diagnosis most commonly associated with 
suicide. Patients who needed psychiatric treatment for manic 
depressive psychosis and reactive depression have approximately 30 
times the risk of the general population, of dying by suicide. The life time 
risk of suicide in depression is 15 percent. Depth of depression may be 
an adverse factor, especially when manifested as severe 
hopelessness and anhedonia. The expression of guilt feelings and 
ideas of worthlessness also provide a warning. Painful memories of 
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dy died and fantasies of being reunited with 
common themes in suicide notes. Recent 
bereavements are also important . increased risk of suicide has been 
shown in those who recently lost their spouses. Presence of dele 
in depression Is also a risk factor. Adverse psychosocial factors like 
broken homes, social isolation and lack of social support systems 
enhance the burden of depression and hence increase suicide 


proneness. 


someone who has alrea 
departed relatives are 


The early days following discharge after psychiatric treatment 
seem to be a vulnerable period., which some authors ascribe to a lifting 
of psychomotor retardation at a time when mood has yet to improve, 
thereby increasing the risk that suicidal impulses will be put to 
operation. These cases could also represent relapses after partial 
remission of depression. When the treating physician observes 
improvement, the follow up may be spaced, which may be interpreted 
as abandonment. With support and surveillance sharply reduced, 
despair may return unnoticed. Emotional crises of this sort can be 
easily overlooked if treatment is defined in narrow pharmacological 
terms. This could be one of the factors which may be influencing the 
increased risk of suicide within one month of discharge from hospital 
after active psychiatric intervention. 


Several studies indicate that in many depressives who committed 
suicide, there had been inadequate assessment, treatment or both. 
One study points out that nearly two thirds of the suicide victims they 
studied had seen a family physician or psychiatrist in the month before 
the suicide. Fifty five percent had given a hint about their suicide to 
someone at sometime, and one third made an obvious suicidal threat. 
Only one third of the depressives received antidepressant medication. 
generally in inadequate dosages. These finding have been replicated 
in other studies as well. Prompt identification of depressive disorders 
and providing adequate treatment is a vital step in suicide prevention. 
Skills to accurately assess the suicide risk is also essential. It is 
interesting to note that physicians who lost a patient to suicide had 
readily recognised depressed mood in the patient. However in the 
attempt to locate a reason for depression, they disregarded the clinical 
diagnosis. Some did not treat the depression as there was a "reason" 
for depression. The presence of "a reason” for depression does not 
constitute a reason for ignoring its presence. i 
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ALCOHOLISM 


RES Mn di S alcoholism was made in 25 percent of 
- In Keral ere the consumption of alcohol has shown 
an astonishing increase, out of proportion to population growth, the 
alcohol’ factor in suicide seems particularly relevant. The risk is greater 
in men with long history of drinking and in those who have a history of 
previous attempt. The risk for suicide increases in those in whom 
prolonged alcoholism has resulted in physical complications, marital 
problems, difficulties at work, economic pressures, or involvement in 
crimes associated with alcohol. Alcoholics get trapped into social 
isolation created by his problem drinking. He is forced to progressively 
narrow his social field to the point where he has only one close personal 
relationship. This relationship often turns out to be a hostile dependent 
one. In our culture it is usually the wife of the alcoholic. When she has 
taken all of the abuse she is willing to take, she threatens to terminate or 
actually terminates the emotional support. This causes major 
interpersonal disruptions within the family. The alcoholic tries to 
re-establish the relationship, but ‘alcohol’ further worsens. this. 
Contemplating life without the last remaining social and emotional 
support, he is slowly pushed to depression and suicide. The 
component of brain damage due to heavy alcoholism impairs the 
control over aggressive impulses. This complicates his problems. Thus 
the stage is set for suicide in an alcoholic. The life-time risk of suicide in 
alcoholism is almost same as that of affective disorder - around 15 
percent. Awareness programmes on the evils of alcohol, and other 
effective measures for control of alcoholism is a priority area in health 
care in Kerala. This will directly help the prevention programmes in the 
area of suicide also. 


PERSONALITY DISORDERS 


A high proportion of suicide victims have various associated 
personality difficulties or disorders. It is estimated that five percent of 
patients with antisocial personality disorder commit suicide. Having a 
personality disorder may be a determinant of suicidal behavior in 
several ways. 


1. It may predispose the individual to major psychiatric disorders like 
depression or alcoholism. Sip pees 
2. The maladaptive personality profile may create difficulties in 
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relationships and social adjustments. oA ; 
3. The eisale interpersonal problems may precipitate undesirable 


life events and may make the person's life miserable. 
4. Personality disorder may impair the ability to cope 


hysical disorder. 
; The individual may be pushed into conflicts with those around him or 


her, including family members and friends. 


with psychiatric or 


SCHIZOPHRENIA AND OTHER CONDITIONS 


Suicide in schizophrenics is not so uncommon as once thought. 
The life time risk of suicide in this clinical condition is around ten 
percent. A previous suicide attempt, the addition of a depressive 
syndrome to the schizophrenic state, and the experience of self 
destructive command hallucinations are indicators of increased 


suicidal risk. 


The contribution of organic brain syndrome to suicide is not well 
studied. An acutely delirious patient may leap from a window to avoid 
hallucinatory terrors. Some patients become severely depressed after 
a cerebrovascular accident and may commit suicide. Even in dementia, 
where there is a dysphoric mood, suicide is possible. Sometimes the 
suicidal act in dementia can be seen to have been planned; at other 
times, it appears to have been impulsive. 


Minor emotional disorders like anxiety state, panic disorders, or 
somatisation disorder, by themselves may not contribute significantly 
to suicide. However when complicated by drug abuse or alcohol or by a 
superadded depression, the vulnerability increases. 


Some studies on suicide indicates terminal medical illness like 
cancer as one situation wherein suicide may occur. In the light of its low 
prevalence, this seems like a rather small proportion. 


Studies in different countries have demonstrated that there is an 
increased suicide risk among drug abusers. This may assume 
significance in Kerala in the years to come. The availability of lethal 
amount of drugs, intravenous use, associated personality disorder, 


chaotic life style and impulsivity are som 
e of the factors that pr 
a drug addict to suicidal behavior. ea 


Conclusion 


Psychiatric illnesses is virtually always an antecedent of suicide. 
At the same time, such illness is not a sufficient cause. Majority of those 
who suffer from depressive disorder or alcoholism do not take their 
lives. A combination of factors set the stage for this act, none of which is 
either necessary or sufficient. These include, but are not limited to, 
family history of suicide, interpersonal conflicts, disappointments, 
physical illness, social or physical isolation, feelings of hopelessness 
and psychiatric illness. Of these psychiatric illness comes closest to 
being necessary. The great majority of suicides among psychiatric 
patients are preventable. The psychiatric and social risk factors for 
suicide in the psychiatrically ill include a past suicide attempt, a chronic 
psychiatric disorder, recent hospital discharge, being unemployed and 
being liable to develop depressive symptoms. Social isolation and 
adverse social factors have been shown to be important determinants 
of suicide among psychiatric patients. 


The evaluation for suicide potential involves a complete 
psychiatric history, a detailed assessment of mental state, and inquiry 
about depressive symptoms, suicidal thoughts, intents, plans and 
attempts. Adequate biological and psychological interventions should 
be provided when indicated. The decision to admit the patient depends 
on the diagnosis, the severity of depression and suicidal ideation. The 
patient’s and family’s ability to cope, the life situation and the availability 
of social support are to be evaluated. The absence or presence of other 
risk factors for suicide also will have to be considered in each case. 


At this stage, let us be sensitive to a real danger that can occur by 
attaching an ‘illness label’ to an individual who is suicidal. The danger is 
that it can to a certain extent diminish the community's motivation to 
listen to this person with empathy. If this happens, suicide proneness 
certainly increases. Our skills to show spontaneous gestures of 
concern and love by listening to another human being in distress, is 
perhaps the strongest foundation we can offer for prevention 
programmes in suicide. Let us not forget that the interventions Is 
psychiatric disorders are also built on this foundation. ® 


RASS Sere ee Sara 
Dr. C.J. John M.D., a psychiatrist, is the Head of the Department of 
Mental Health, Medical Trust Hospital, Cochin - 16 and Hon. Director of 
Maithri. 
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THE MOST VULNERABLE 
SECTIONS IN OUR SOCIETY 
JUSTINE G PADAMADAN 


Natural causes, accidents, homicides and suicides are the four 
modes of death. Though death is inevitable, it is not true of suicide. 
Suicide to a great extent is preventable if timely intervention can 
be done to improve the interaction between the person in distress 
and the psychosocial environment in which the individual exists. 


The increasing rate of suicide in Kerala is alarming. It is three 
times the national average. The reason for this is that there are 
increasing number of people who though not committing suicide are 
just surviving, ie. those who do not have the zest for living. Mere 
survival is an existential partial suicide which is a suicide precursor. 
These people are said to be characterised by presuicidal syndromes. 
If one could identify those who are most vulnerable to commit suici- 
de, it has tremendous scope as the first step towards prevention 
of suicide. It would also help unravel the mysteries and complexities 
of the phenomenon of suicide. Necessary precautions could be taken 
when these people are confronted with great difficulties which trigger 
off a suicidal attempt. These people could be taken as a target 
group by mental health professionals and voluntary agencies to 
equip them with better coping skills and adaptive behaviour. These 
people can be reached before they directly reach for help. Family 
members, friends and relatives, professionals and society at large 
could be sensitised and alerted to the helping process. In particular 
the significant people in the life of the suicide prone individual could 
be counselled as to how to respond positively and provide help. 
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The Probelm of Identifying The Target Group 


Suicide cannot be explained away as a simple equation of cause 
and effect. Suicide is caused by a complex web of many different 
factors. The individual factors like problem solving skills, frustration 
tolerance, life style, immaturity and impulsivity, perceived social sup- 
port as well as the interactions within the family and the impact 
of societal attitudes are important variables and suicide results from 
the combined effect of these variables. Naturally it is not easy and 
may be unsound, taking into consideration the temporal dimension 
in particular, to categorically classify a section of the population as 
most vulnerable. However it is worthwhile to study the various 
causes of suicide, the social set up and the person in distress, which 
would help distinguish certain sections of society which are vulnerable. 


In Kerala, though people live in close physical proximity due 
to the high density of population, the psychosocial distance is 
obvious and ever increasing. There is excessive competition partly 
due to the discrepancy betweeen supply and demand as the resour- 
ces are limited. Along with these are other factors like rapid social 
change, transition of family from joint to nuclear and to sub-nuclear, 
unhealthy life styles, changing values, intergenerational conflict, alie- 
nation and isolation, social evils, marital discord, family disruption 
etc. 


The long list of causes of suicide can be abridged into two 
pertinant determinants viz. low frustration tolerance of the individual 
and the non-availability of social support. One could then postulate 
that the most vulnerable are those with poor adaptive ability and 


low stress threshold who fail to identify a support system when under 
Stress or in crisis. 


Taking into consideration factors like low frustration tolerance, 
inadequate coping skills, social isolation, lack of social support and 
unhealthy social reactions, attempts can be made to identify certain 
vulnerable groups. Vulnerability could not be attributed to all the 
members of the group for obvious reasons. 


THE YOUTH 


Various studies and surveys show that there is a substantial 
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rise in the number of Suicides among the youth of Kerala. 
been found that the present day youth of Kerala is below in 
health compared to its counterpart a couple of decades ago. 
reasons upset him so much that he resorts to maladaptive behaviour. 
Unhealthy parenting, lack of desirable models to identify with, exces- 
Sive emphasis on academic achievement, lack of opportunity for the 
fullfledged development of the personality, and an educational 
System which is not value based give rise to a weak, egocentric, 
materialistic, often diffident, generation. There is not much of an 
interaction within the family. Family members are busy and, live like 
islands, though staying under one roof. Parental expectations of their 
children are for academic excellence only. The age old doctrine 
“Love your neighbour" is translated by the parents for their children 
as “Beware of your neighbour, he could be dangerous!." This results 
in lack of trust and in a sense of insecurity. 


It has 
mental 
Trivial 


Our present day youth is enjoined to enter into an intense compe- 
tition for academic and occupational roles. And in a minority of cases 
at least, this competition is between life and death — death by suicide. 


The present day consumeristic society is bringing out a selfish, 
materialistic generation where qualities like kindness, compassion, 
and interest in the welfare of fellow human beings are outdated. 
This lack of social interest is the root cause of social pathology 
which results in escalating figures of family breakdown, mental illness 
and suicides. 


The concern is ‘| and my family’. In happiness or in: distress 
this unit is all alone. Recently a student was brought to our Depart- 
ment following a suicidal attempt. He said: "If at all | had somebody 
to confide in or to share my difficulties, | certainly would not have 
done this" He pleaded, "Sir, do you have some time to spare for 
me?" 


Among the youth those coming from broken families, girls who 
consider themselves a burden to their parents, those who fail repea- 
tedly in examinations or job interviews need surveillance. 
ISOLATED FAMILIES 


Of late there has been a wave of mass suicides and extended 


49 


suicides committed by certain families. In the mass — ahten 
family members commit suicide together and in the exten ni si 
parent/parents killed the children and then committed ve e. a 
distinctive feature of these families is that they are “family-centric 
groups. They have been living in isolation, thus not really forming 
a part of the social network. The question arising here is, whether 
it is the social neglect that distanced them from the larger group 
or whether it is their behaviour that cause the social neglect. Family 
visits by social workers and other agencies facilitating interaction 
of families would help these families integrate into the mainstream 


of social life. 
THE ELDERLY 


There has been some increase in suicides among the elderly. 
This increase is mainly due to isolation and a sense of unwanted- 
ness. Though living in the same house, the behaviour of the children 
may not guarantee integration into the familyfold. Leading a mechani- 
cal existence, the elderly person feels lonely, unwanted and a burden 
to the rest. This of course would be compounded by old age pro- 
blems, features of depression and physical illnesses. The pity is 
that in the elderly we seldom find warning signals or suicide predic- 
tors. The final act comes as a surprise to even the family members. 


ALCOHOLICS AND THEIR FAMILY MEMBERS 


Alcoholism is emerging as one of the most important causes 
of suicide. The alcoholic is characterised by the following : 


Shame, guilt and lowered self esteem, low frustration tolerance, 
social isolation and a ‘discredited identity’, sexual dysfunction and 
delusional jealousy, occupational problems, financial difficulties, physi- 
cal ailments, inadequate parenting skills and wrong modelling for 
their children. Family members of alcoholics live in anguish, shame, 
insecurity, poverty and helplessness. 


In the alcoholic, coexisting depression increases the risk further. 


Suicides among the wives and children of alcoholics are becoming 
commoner. 


PEOPLE WITH PREVIOUS SUICIDE ATTEMPTS 


| A past history of attempted suicide, particularly severe attempt 
increases the risk of completed suicide. Attempted suicide is a cry 
for help. Family members’ attitude and response to attempted suicide 
Is very important. Fear, suspicion, shame and helplessness of Sup- 
port givers can facilitate suicide to occur. What is needed is to effect 
fundamental changes in the personal relationships by providing help 
and support. It has been observed that about 20% of suicide attemp- 
ters eventually end their lives by suicide. 


THE STIGMATIZED GROUPS 


These are people with discredited identity. Psychiatric patients, 
sexual deviants, homosexuals, childless women considered inauspi- 
cious, prostitutes, drug abusers etc. belong to this category. So also 
are the family members of criminals, convicts and sex offenders. 
Members of a family with a recent suicide could also be included 
in this group. 


PSYCHIATRIC POPULATION 


The risk of suicide increases with almost every major psychiatric 
disorder. Depression, followed by alcoholism are the major psychi- 
atric diagnoses associated with suicide in adults. A recent study 
reports that 20% of people with panic attacks have made suicidal 
attempts. Other important diagnostic categories are Hysteria, Delusio- 
nal disorder, Borderline Personality Disorder and Schizophrenia. 


PEOPLE WITH CHRONIC PAINFUL PHYSICAL DISEASES 
AND PEOPLE WITH TERMINAL ILLNESS 


These people feel helpless and hopeless. The motive is to esca- 
pe from the misery. What one could do in this context is to streng- 
then the suicide counters. 


Below are certain warning signals and predictors which would 
help identify the suicide prone individuals. They cannot be grouped 
under particular sections as these parameters cut across young and 
old, male and female, educated and no so educated, poor and rich. 


Life events, like recent bereavement, tion, divorce and 
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loss of job are associated with an increased risk for suicide. 
Preoccupation with death, direct communication of suicidal 
intent, excessive risk taking behaviour, multiple accidents, recent 
aggression, acting. out behaviour, sudden changes in the ways: of 
behaving and responding, suicide talk, giving away valuables, talking 
about the futility of life are all considered warning signals of impen- 
ding suicide. Nandanar, Rajalakshmi and Edappally Raghavan were 
eminent writers who committed suicide. Death was the main theme 
of their writing as they were preoccupied with their ultimate goal 


of death. 


Although vulnerable sections and various causes can be listed, 
it has to be emphasised that the actual event is due to the combined 
effect of these different factors. One has to be open to the possibility 
of overlapping and cumulative effect of various predictors. 


The best way of prevention is the emergence of a society where 
its members live with happiness and contentment and in harmony 
with others, where there is social interest above self interest, where 
there is sharing and giving. If this is an ideal only to be fantasised, 
well then, the next step is to sensitize significant people about the 
suicidal persons and to educate them to respond with healthier and 
more desirable ways. @ 


n P m n A., .M. is a Clinical psychologist 
in the Department of Psychiatry, Medical College, 1 hiruvananthapuram. 
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SUICIDE AND ATTEMPTED 
SUICIDE IN CHILDHOOD AND 
ADOLESCENCE 
DR. SITALAKSHMI GEORGE 


It is well Known that adults faced with inescapable stress contempla- 
te suicide; but what about children? it may be surprising to learn that even 
three or four year old children express a wish to die or even threaten suici- 
de. Fortunately suicides are rare in children. As the age increases the 
number of suicide attempters and successful suicides increase. In the 
west in the 5 - 14 years age group suicide rate is 0.7 - 0.8 per 100,000. 
These figures are generally considered underestimates as many suici- 
des are reported as accidents. Children below ten usually jump off 
heights or in front of moving vehicles and both these can be easily mista- 
ken for accidents. In Kerala, in 1 994 alone, 232 children (below 18 years) 
committed suicide. 


Childhood probably has some protective influence which is lost as 
the child grows older. The family and the school provide rich social and 
emotional support which makes isolation uncommon. With the onset of 
adolescence and the ensuing individualization, isolation and stress, the 
risk for suicide increases. Hopelessness, despair and depression are 
also increasingly experienced at this age. Alcohol and substance abuse 
if present add to the already existing risks. 


Small children do not have the concept of the irreversibility of death. 
They feel they would be coming back or would be going to a better world 
after death. This can make them less inhibited about engaging in suicidal 
behaviour though often ineffectively. Teenagers on the other hand, are 
able to plan and execute suicide more effectively. They have access to 
the means of suicide as also enough privacy to carry out their plans. 
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Three to four times as many boys as girls commit suicide in the 
western coutries. Males use more aggressive methods like hanging or 
shooting while females use overdose of drugs, poisons, etc. Boys also 
tend to have more psychiatric diagnoses like conduct disorder, substan- 


ce abuse, and depression. 


anging, jumping from heights or in front of 


Urban population uses h | 
onsumption 


moving vehicles, overdose of medicine etc. In rural areas, C 
of insecticides and acids, and hanging are commoner. 


Many suicidal children are found to be irritable and over-sensitive to 
criticism. Many are impulsive, volatile and erratic. Some are quiet, uncom- 
municative and difficult to get across to, while others are perfectionistic, 
with high standards; self-critical and afraid of making mistakes. 


Terminal events which lead to suicide have been the subject of 
much discussion. Though these are erroneously depicted as the cause 
of suicide, they are in fact only the immediate precipitants; only one 
aspect in the complex interaction of several factors. Usual precipitants 
are disciplinary action for truancy, stealing, breaking rules or committing 
a crime. Public humiliation is a particularly painful antecedent of suicide. 
Seperation from a friend, media exposure on suicide, depression and 
anniversary reactions are other factors. 


A large number of childhood suicide victims had close relatives with 
a history of psyhiatric disorder, attempted suicide or suicide. There could 
be genetic or learning factors operating in these children. Biological fac- 
tors are increasingly being identified in suicidal behaviour. Levels of a 
brain chemical serotonin has been found to be low in suicide attempters. 
High rates of suicide have been found in patients with anxiety disorder, 
depression, conduct disorder and substance abuse. 


Subcultural factors are believed to be important in the genesis of sui- 
cidal behaviour in children. There are families where grown-ups 
frequently refer to death in different forms. "You will suffer after | die", "| 
will kill myself" and "I will kill you" are often heard in such families. It is not 
surprising that children from such families talk about death and suicide 
And, for children who talk about suicide, it is a shorter road to an actual 
attempt. There Is a Steady and constant exposure to suicide in the televi- 
sion and cinema — often giving tasteless and lurid details of the actual 
process. The print media often highlights and justifies or even glorifies 
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acts of suicide. Epidemics of suicide following sensational reporting of 
Suicide in the media have been noticed in many parts of the world. 


ATTEMPTED SUICIDE 


Many people think of suicide with no intentions of attempting it; there are 
some who plan and attempt it; and some who do it on an impulse — to 
test themselves and the environment. There is no account of the pre- 
valence of thoughts about suicide in the general population. Most 
children are talkative and do talk of killing and dying much more freely 
than an adolescent or an adult. If talk of death is part of the communica- 
tion repertoire of the family, the child expresses such ideas very early in 
life. Some parents are upset by this and are able to identify themselves 


as the source of these ideas and makes the necessary changes in their 
behaviour. 


There is no definite data on the incidence of attempted suicide in the 
general (non-referred) population. Community surveys in the west sug- 
gest that suicidal ideation is common in adolescents and the incidence of 
suicidal attempts though much lower, represents a significiant problem. 
A survey of 11,000 high school students between fourteen and seven- 
teen years age revealed that 27% had thought about suicide, 16% hada 
specific plan, 8% had made an attempt and 2% had made attempts requi- 
ring medical attention. 


Threatened suicide and contemplated suicide are common among 
children and adolescents attending psychiatric clinics. In one study 6 to 
10% of the referrals to achild psychiatric clinic was for attemtped or threa- 
tened suicide. As many as 30% of children who attended a child psychi- 
atric clinic for other reasons had suicidal ideation. 


Suicidal ideation and attempts are less common before puberty with 
an increase in frequency through adolescence. Girls are more likely than 
boys to attempt suicide. Low socio-economic status increases risk for sui- 
cidal ideation and attempts. Children and adolescents generally overesti- 
mated the potential lethality of their suicidal attempt. In impulsive attemp- 
ters the availability of a lethal agent was more determinant of lethality, 
while presence of suicidal intent, affective disorder and substance abuse 
were strong predictors of lethality in premeditated attempters. In another 
study, 29% of adolescents reported lethal intent, 34% wanted to die and 
42% reported not caring whether they lived or died. Most adolescent 
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t 
attempters deny persistant intent after their attempt and are glad tha 


they survived. 


Many attempters especially girls identified conflicts with family mem- 


bers or friends as the reason for their attempts. School problems, Wind 
tion, alcohol and drug related problems, an abusive napbllph Bik 
bereavement were other reported causes. About a third ofa se pel 
attempters were unable to identify a clear precipitating event or on 
attempt and this group was more likely to have a depressive illness. ! : 
parents of suicide attempters had high rates of psychiatric illness, marita 


and parent- child conflicts. 


The attempters perceived their parents as hostile or indifferent, with 
unrealistic expectations about them and being over - controlling and view 
their relationship as dysfunctional. 


Affective disorder, disruptive disorders and substance abuse 
increase the risk for attempted suicide. Though affective disorder is an 
important risk factor, the majority of suicidal attempters are not depres- 
sed. Disruptive disorders in the form of anger, aggression and antisocial 
behaviour are more common than depression. Drug and alcohol abuse 
were common among attempters; but only 5 to 11% reported being intoxi- 
cated at the time of the attempt. 


What is the short term and long term outcome of attempted suicide? 
It has been found that about 50% of attempters repeat their suicidal beha- 
Viour. About 0.1% to 11% eventually commit suicide. Male attempters 
are 3 to 7 times more likely to commit suicide than female attempters. Sui- 
cidal behaviour in childhood and adolescence has been associated with 
adverse psychiatric and social outcome, A 10 - 15 year followup revealed 
that attempters were more likely to be unmarried, divorced, have criminal 
behaviour and alcohol and drug related problems. 


Management of Attempted Suicide 


A suicidal attempter is generally taken to a casualty or emergency 
room. After medical stabilization admission should be considered for the 
following risk factors : 1. Males 2. Teenagers with persistent suicidal idea- 
tion 3. Recurrent attempts 4. Those with depression or psychotic symp- 
toms 5. Alcohol or drug abuse and, 6. Teenagers with no adult guardians 
Or companions who can ensure the Safety of the environment and moni- 
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tor the youngster until the next follow up visit. All attempters should make 
a contract with a therapist that they will not make a further attempt before 


the next visit and that they will contact a responsible person if the urge to 
harm themselves is too great. 


The follow up treatment should aim at a) positive affective state of 
the family. b) Teaching the adolescent and the family members to recogni- 


se family conflicts, emotional upsets and suicidal behaviour c) Teaching 
the family to deal with these situations. 


SUICIDE PREVENTION AMONG CHILDREN AND 
ADOLESCENTS 


The following are some steps which will help to prevent suicide 
among the youth: 


1) Organize suicide education programs to train students, parents and 
teachers to spot the warning signs of suicidal behaviour among the youth. 


2) Provide counselling facilities in schools and colleges where children 
and adolescents can identify and tackle emotional problems easily. 


3) Crisis services provided by telephone hotlines may help some children. 


4) Since youth suicide is quite often impulsive, many attempts can be 
prevented if lethal methods are kept out of the reach of children. 


5) Postvention i.e. help for the survivors of the suicide victims - family 
members, neighbours and the school. There should be attempts to under- 
stand the death, so that the guilt and isolation experienced by the family 
and others can be reduced. Scapegoating of the survivors should be avoi- 
ded and the caregivers should take precautions to avoid imitative suicidal 
attempts by other children of the neighbourhood and the school. @ 


Dr. Sitalakshmi George D.P.M., M.D.(Psyh), a psychiatrist, is in charge 
of Navajyothi Child Psychiatry Centre Kusumagiri, Kakkanad and Child 
Guidance Clinic, Lisie Hospital, Ernakulam. 
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SUICIDE RISK ASSESSMENT 
Dr. GEORGE JOSEPH 


Much has been mentioned elsewhere in this book about identi- 
fying possible suicidal individuals. Unfortunately, it is not possible 
to predict suicide. In a sophisticated prospective study, 4800 patients 
were followed up over five years. This included over 800 patients 
who were thought to be at high risk for suicide. But over 50% of 
the eventual suicides did not belong to this high risk subsample. 
The study reported, "the conclusion is inescapable that we do not 
possess any item of information or any combination of iteris that 
permit us to identify to a useful degree the particular persons who 
will commit suicide, in spite of the fact that we do have scores of 
items available, each of which is significantly related to suicide". 
Part of the problem of predicting which individual is at increased 
risk is that suicidal intent is state dependent, and precipitating factors 
are often brief temporal events. The best that can be done is to 
identify groups at risk. Many such risk factors had been identified. 
Some of the more frequently encountered are summarised below: 


1) Psychiatric disorders like depression, alcoholism, personality 
disorders and schizophrenia. 


2) Physical disorders including conditions which cause mood disor- 
ders like epilepsy, head injury and cardio-vascular disease. 
Other associated physical disorders include incurable or termi- 
nal conditions like AIDS and Cancer. 


3) Family history of suicide may indicate genetic or learning 
factors. 
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eighbourhood, quality of family ties and 


ocial factors like n | 
" : nd social isolation are commonly identi- 


religious affiliation, a 
fied risk factors. 


5) Previous suicidal behaviour is perhaps the best indicator that 

a person is at increased risk to commit suicide. 

6) Adolescent suicide rates are increasing in Kerala just as in 
other communities. Adolescent suicide is related to disturbed 
family background, psychotic disorders and physical illness. 


These risk factors help us to identify groups of persons vulnera- 
ble to suicide. But the concept of risk factors does not help us to 
identify a particular person who may attempt suicide in the near 


future. 


Most people get at least passing thoughts about death or dying; 
‘some may even get thoughts of killing themselves. Generally, these 
thoughts are insignificant, or considered nonsensical, without any 
emotional tone attached to them. Such thoughts are usually transient 
and pass off without any effort. However some find such thoughts 
frightening and disturbing. When do these thoughts cease to be mere 
passing thoughts and become a dangerous symptom of impending 
suicide? How can a person going through this process be identified? 
In the absence of any definitive markers to identify suicidal indivi- 
duals, we have to concentrate on vulnerable groups who can be 
identified by the above mentioned risk factors. Close surveillance 
of such groups may reveal individuals who are being subjected to 
further risk factors or stressful life events. This in turn will help us 
to focus our attention on a smaller number of people with greater 
vulnerability for suicide. However, it is not possible to maintain a 
community based system which can undertake indefinite surveillance 
of the community. So, what is possible in practice will be to sensitize 
the population in general and community leaders or professionals 
IN particular about the risk factors. They should also be made aware 


that high risk individuals when faced with additional stress, are potenti- 
al suicide victims. 


Most people who are troubled b ici 
y suicidal thoughts are too embar- 
rassed or frightened to discuss these feelings with others. When 


60 


dealing with a possible suicidal person, 
enquire about Suicidal ideas. This has to be done in an unambiguous 
and nonjudgemental manner. Most individuals are relieved to get 


an opportunity to talk about these troublesome thoughts and will 
readily discuss their suicidal ideas. 


it is therefore important to 


Suicidal ideation can take many forms and have many levels 
of intensity. A simple schema of such suicidal ideation is as follows: 


Passing thoughts of death/suicide 
Recurrent thoughts 
Lack of resistance to these thoughts 
Wishes one were dead/no more 
Thoughts of killing oneself 
L 
Thinks about/plans a method 
Attempt Suicide 
It is necessary to assess what level of suicidal ideation an indivi- 
dual is harbouring. The best way to do this is to directly ask the 
person concerned. If suicidal ideation is associated with certain war- 
ning signals, the chances of suicide occuring in the near future 


increase many fold. Some of these warning signals of impending 
Suicide are as follows : 


a) Communication of suicidal intent. A person may talk about 
his hopelessness or wish for death; he may write a suicide 
note or make parting telephone calls to dear ones. 


b) Giving away possessions or organizing and arranging financial 
and other affairs. 

C) Sudden improvement in mood, inactivity or hopelessness in 
an otherwise depressed individual. 

d) Sudden and recent changes in behaviour. Many presuicidal 


individuals appear confused or perplexed. 
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Killing oneself or others is taboo for most human eh | ae 
is a psychological barrier about the taking of life, which i ‘an 
find impossible to cross. For a person who has crossed this barrier 
once it is easier to cross it again. Some individuals have experienced 
a vicarious crossing of this barrier. This happens to persons whose 
family members or close acquaintances have committed suicide. A 
previous suicidal attempt or a recent suicide in his social circle are 


two grave portents of suicide. 


The other aspects of assessment of suicidal ideation are its 
lethality and intentionality. intentionality refers to the degree of desire 
to die. Many severely depressed individuals who experience high 
levels of hopelessness have a high degree of intentionality to their 
suicidal ideation. Many unstable personalities and some who use 
suicide as a threat have low degree of intentionality. Lethality deno- 
tes the degree of danger or chances of death of the suicidal plan 
or attempt. A suicidal attempt planned with a violent method like 
using a firearm has high degree of lethality. Many adolescents plan 
out low lethality attempts, often because they are not aware of the 
relative lethality of different methods. Knowledge of lethality of suici- 
de methods have preventive value as well since at least some of 
the more lethal means to suicide can be made inaccessible to vulnera- 
ble individuals. For example, firearms, dangerous drugs, insecticides 
etc., should not be handled by vulnerable individuals. 


While the foregoing points will help to identify potentially suicidal 
individuals and to assess the degree of suicidality in these indivi- 
duals, one should not lose sight of the sobering fact that the period 
of suicidal ideation is very brief before it culminates in suicide in 
many individuals. The awareness that with the present state of know- 
ledge, it is not possible to identify all suicidal persons or to accurately 
assess the degree of suicidality, should inspire us in the search 
for more efficients strategies towards this end. @ 
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CRISIS INTERVENTION - PRINCIPLES 
Dr. ARUN KISHORE 


Modern times has been termed "the age of anxiety" with indivi- 
duals being subjected to varying forms of stress. A crisis (psychologi- 
Cal) is said to occur "when a person faces an obstacle to important 
life goals which are, for a time, unsurmountable through customary 
methods of problem solving...... a period of disorganisation ensues 
during which many abortive attempts at solution are made" (Caplan 
1961). Thus a crisis is a) a response to hazardous events and (b) 
is experienced as a painful state. 


Crisis theory and research allow us certain insights into the way 
individuals react when faced with stress. Though these are generalisa- 
tions and need not apply to the individual exactly, they help in under- 
standing the processes involved. 

The following is a diagrammatic representation of the process 


Effective 
As 
Coping with the roar 
N 
‘ a =o 
Appraisal A, “Ineffective 


i 

EVENT ------------ > CRISIS ----- > COPING < ; 
~ 

(STRESSOR) (STRESS) ~ 

Coping with emotion aroused 


(Anger/anxiety/depression) 


EVENTS 


There are various classifications of types of stressors. According 
to Lazarus and Cohen, these may be classified as 
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1) Daily hassles: Problems faced in everyday life. e.g. developing 


a flat tyre on the way to work. “ oe ee 
2) Life events: Major events which occur in individual's life, €.g. death 
of a close relative, marriage, loss of job. 


3) Cataclysmic Phenomena: Major events which occ 
ment. e.g. floods, fires 
in crisis intervention the common types of problems seen are 
those of 
a) Loss (of close relatives, of job, of money etc.) 
b) Change (of place, of job) 
c) Interpersonal problems 
d) Conflict (internal conflicts involving a difficult choice). 


An individual faced with such events undergoes a personal psy- 
chological crisis akin to stress reactions. The person attempts to 
conserve energy and directs all energy available towards resolving 
the crisis and mobilising resources towards this end. Caplan (1961) 
described four phases of crisis. 

Phase 1:- Where there is arousal and increased energy utilised towar- 
ds problem solving. 


ur in the environ- 


Phase 2:- When the problem is not resolved, there is energy deple- 
tion, tiredness, anger and anxiety. 


Phase 3:- Novel methods at problem solving are tried by mobilising 
new resources (internal and external) 


Phase 4:- Failure to resolve the problem results in decompensation 
and exhaustion. 


. If the coping is effective the situation is modified or the problem 
is resolved. Ineffective coping results in symptoms or suicide. Indivi- 
duals may seek help at various stages of the process or may not 
seek it at all. Further, coping with the emotion aroused is important. 
The emotions generated often help in resolving the problem but at 
times they can become problems themselve. Thus a person who 


"blows his top" too often will n : 
eed to re 
his anger. solve issues generated by 


INTERVENTION 


Since this paper focuses on crisis intervention in suicide (attempts 


or threats) it would be im 
process. portant to understand various steps in the 
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People seek help either early in the crisis when they are ambi- 
valent about attempting suicide, or later, after an attempt has already 
been made. A diagnostic assessment of the client should include: 


a) Assessment of the suicidal act or ideas and assessing the risk 
of further attempts. If the contact follows an attempted Suicide, then 
the lethality, intent and mitigating circumstances need to be asses- 
sed. Lethality refers to the seriousness of the attempt, and intent 
refers to the subjective wish to die. Factors which might interfere 
with the person's ability to judge the seriousness of his act are the 
mitigating circumstances. 


b) Support systems: Assessment of an individual's social network 
Or social support systems would give information as to whom to 
call for assistance. Lack of meaningful and supporting relationships 


is an indicator of emotional problems and increases the risk of further 
attempts. 


c) Evaluation of the crisis: To understand the potency of a crisis, 
the possible disruption of attachments should be viewed against a 
backdrop of the percipitating stress, relevant past history and life 
stage issues. 


d) Assessement of the person’s previous attempts at coping with 
stress and the usual coping mechanisms used need to be under- 
stood. Some people use ineffective coping mechanisms and decom- 
pensate easily, others decompensate only when faced with major 
stress. 


The aim of assessment is to answer the following questions: 
Is there a risk of another suicidal attempt in this individual? Is this 
person decompensated? If the answer is "YES" then a form of inter- 
vention called ‘Intensive care’ needs to be organised. If such a risk 
is not imminent then another form of help called “crisis counselling’ 
can be used. 


Intensive Care 
This intervention is so called because it is ‘intensive ie. the 
person requires concentrated contact during this period and need 


‘care’ where his affairs are looked after by somebody else. The objec- 
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sation and restore him to his normal 


ive i erse his decompen 
Bye @ 10 fey sible. The following steps may be 


coping state as quickly aS pos 
utilised. 


--Hospitalisation:- This may be brief and aimed at remov’ person 
from a stressful environment and facilitating intense coni.ct. 


--Lowering arousal and distress:- Medication may be used to ensure 
sleep and lower arousal in conjunction with reassurance. 


--Reinforcing appropriate communication 

--Showing concern, encouraging hope 

--Contacting and arranging for support. 

Crisis Counselling 

individuals who are at low risk can be offered this intervention 
directly. People who have been subject to intensive care may also 
undergo this intervention later. The key differences from intensive 


care are: 


--The individual is seen as an adult with a problem and is not treated 
as somebody who is sick. 


--The therapist limits his role to counselling and does not assume 
responsibility for the person’s care. The individual himself assures 
responsibility for his problems. 


--The problem to be handled is defined. 


The usual techniques in this intervention are listed below. It 
may not be necessary to use them all together. 


1) Facilitating the expression of emotions. 
2) Helping to improve communication. 


3) Facilitating the individuals better und ) 
er 
and feelings. Standing of his problems 


66 


4) Showing concern and empathy and bolstering self esteem. 


5) Facilitating problem solving behaviour. 


Contact between the client and the therapist is usually time 
limited and therapy lasts for four to six weeks if contact is weekly. 
The therapist needs to be aware of and be able to identify and 
handle two problems in addition to the above. The first is the issue 
of dependancy. Some individuals present in a state of apparent decom- 
pensation as a method of coping. They have found that this helped 
previously and will use it again. The second is negative feelings 
on the part of the therapist. Some people arouse negative feelings 
(of disgust, anger, irritability etc.) in the therapist. It is necesaary 


to identify such emotions and not allow them to interfere with helping 
the individual. 


Lastly, we as therapists need to recognise that all problems 
cannot be solved, and the options to individuals are often limited. 
The serenity prayer of Alcoholics Anonymous is “Lord, give me the 
serenity to accept what | cannot change, the courage to change 
what | can and the wisdom to know the difference’. ® 


a A Atry. 
Dr. Arun Kishore M.D. is Lecturer in the Department of Psychiatry, 
Medical College, Thrissur. 
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SOCIETY’S ROLE IN 
PREVENTION OF SUICIDES 
BISHOP Dr. POULOSE MAR POULOSE 


Suicide rate is increasing so much that it seems to me that 
<erala a person is more likely to kill himself or herself than to 
killed by someone else. This fact is rarely recognized because 
jough newspapers make headlines of homicides, they report 
er suicides. Lately, however, the media have been giving conside- 
le attention to the sharply rising rate of suicides among our people. 


Economic pressure or inadequacy, frustration in love-affair, disap- 
ntment in examination results, terminal illness and boredom in 
are all considered situations leading to suicide in our state. 


The Bible tells ‘of some self-killings, though the term suicide 
such is not used. The best known is that of the betrayer Judas 
recorded in the Gospel according to Mathew. A thousand years 
lier, King Saul fell on his sword rather than become a captive 
the Philistines who had defeated his army. Another notable suicide 
‘ecorded in the Book of Judges. Samson desired to take revenge 
the Philistines who had tortured him. He pushed against the pil- 
$ supporting the temple of the god Dagon and shouted, ‘Let me 
with the Philistines.’ When the building fell, Samson perished, 
ng with many of his enemies. There are also some other suicides 
lhe Bible, but they are of minor Old Testament figures. The Biblical 
ters neither condemn nor commend those whom they record as 
ving taken their own lives. 


In early Christianity, suicide was sometimes regarded as a 
uous act. Eusebius (260 - 340 A.D.), recongnized as the ‘father 
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of Church History’, in his account of martyrs of Antioch, tells of a 
mother who taught her two beautiful unmarried daughters to regard 
rape as the most dreadful thing that could happen to them. It just 
happened that once the mother and daughters were captured by 
a band of lustful soldiers. On realizing their plight, they modestly 
requested to be excused for a minute. They then threw themselves 


into a nearby river and drowned. 


in the 4th century, Augustine of Hippo, the reputed Church 
father and theologian, discussed suicide at length. Recognizing that 
certain Christian women had committed suicide rather than permit 
their bodies to be ravaged, Augustine granted that they may have 
done what was right in the sight of God; but in his view the women 
should not have assumed that rape would necessarily have deprived 
them of their purity. Purity is a state of mind, he affirmed, so bodily 
violence cannot damage it! He found it significant that at no point 
does the Bible make it lawful to take one’s life. The command, ‘Thou 
shalt not kill’ implies, he argued, that one’s own life as well as the 
lives of others should be preserved. 


Augustine’s viewpoint on suicide has heavily influenced the chur- 
ch. Thomas Aquinas, the most outstanding of Catholic theologians, 
gave three succinct arguments why suicide is a sin against self, 
neighbour and God. First, suicide is contrary to nature; every living 
organism naturally desires to preserve its life. Second, it is contrary 
to our social obligations; the whole human community is injured by 
self-killing. Third, suicide is contrary to our religious rights; God alone 
should decide when a person will live or die. Aquinas reasoned: 
"To bring death upon oneself in order to escape the other afflictions 
of this life is to adopt a greater evil in order to avoid a lesser. Suicide 
is the most fatal of sins because it cannot be repented of". Therefore 
for centuries those who committed the sin of suicide were not buried 
in cemeteries that priests had consecrated. 


In the 17th century, the famous Anglican preacher John Donne 
wrote a treatise titled Biathanatos in which he said that even though 
suicide is generally a ‘damnable wickedness,’ it is nevertheless per- 
missible if ‘commanded by God.’ He was the first Englishman and 
one of the few Christians ever to argue that suicide could, in exceptio- 
nal cases be a ‘summons from God’. Donne believed that the voice 
of God was transmitted in conscientious reasoning, especially on 
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matters about which the Bible gives no definite judgement. 


In the 18th century, in his essay ‘On suicide’, philosopher David 
Hume comes closer than Augustine to giving a correct contextual 
interpretation of the law of Moses. According to him, ‘Thou shalt 
not kill’ is evidently meant to exclude only the killing of others over 
whose life we have no authority. 


In this century, Lutheran pastor and theologian Dietrich Bonhoef- 
fer also showed his indebtedness to Augustine. When this leader 
of the German resistance to Hitler was being persecuted prior to 
his imprisonment and execution, he affirmed: “Even if a person's 
earthly life has become a torment for him, he must commit it intact 
to God’s hand, from which it came." 


An examination of the Biblical and Church heritage discloses 
different degrees of tolerance towards suicides. For some it is always 
absolutely wrong; for others it may be an appropriate response in 
exceptional situations. These historical! discussions provide some gui- 
dance for facing current dilemmas. 


Let me cite two cases of suicide involving elderly persons in 
our own time. Henry Pitney Van Dusen, age 77, was the former 
president of New York's renowned Union Theological Seminary and 
a distinguished Presbyterian minister. He and his wife Elizabeth, 
aged 80, discussed suicide with their friends and then signed a pact 
before taking an overdose of sleeping pills. Elizabeth died first, but 
failure to digest the pills kept Van Dusen alive for some time. 
However, after two weeks heart failure accomplished what the pills 
had failed to do. Elizabeth wrote, "We have both had very full and 
satisfying lives ... But since Pitney had his stroke five years ago, 
we have not been able to do any of the things we want to do ... 
and my arthritis is much worse. There are also many helpless old 
people who without modern medicinal care would have died, and 
we feel God would have allowed them to die when their time had 
come. Nowadays it is difficult to die. We feel that this way we are 
taking, will become more usual and acceptable as the years pass. 
We are both increasingly weak and unwell, and who would want 
to die in a nursing home? ... ‘O Lamb of God that takest away 
the sins of the world, grant us thy peace.” 
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The second case. After a 78 year old man was deat to 
a hospital, an examination revealed a bad heart condition, an en 
yed prostate, a bowel obstruction and arthritic joints. When t 6 
yatient learned that surgery was being plannned, he pleaded: 
Listen, doctor, | don’t want to die with tubes sticking out all over 
ne. | don't want my children to remember their father that way. 
'm old and tired and have seen enough of life, believe me. But 
till | want to be a man, not a vegetable that someone comes and 
vaters everyday. You see, the engine is broken down; it is time 
or the engineer to abandon it." Despite his request, the man was 
100ked up to a respirator and a tube for feeding was placed down 
he old man’s nose into his stomach. One night he reached over 
ind switched off his respirator. For several hours the hospital staff 
lid not realize what had happend. The man died. On the bedside 
able they found this suicide note, "Death is not the enemy, doctor. 
nhumanity is." 


Indeed inhumnity is the problem today. Advancement of medical 
science has made it possible to extend the time of death artificially 
— a fact that has generated fresh inquiry into inhuman situations 
n which suicide might be acceptable. An abstract concern for the 
xistence of life apart from its quality is biological idolatory. In the 
‘ase mentioned above inhumanity appears in the form of merciless 
rocedures to extend life. At other times it is poverty which dehuma- 
izes human beings. Our social order sometimes condemn people 
0 life,’ and sometimes it looks as if our society is a virtual tomb 
vhere people are buried alive! Advancement of science and technolo- 
y has given us the possibility to eradicate poverty, and yet majority 
f the people in our country live in abject poverty. Instead of pronoun- 
ing anathema against those who commit suicide, what is needed 
5 that the contradiction of poverty in the midst of plenty is to be 
videly discussed and minimized as much as possible. 


Some ten years ago Brown university students in Providence, 
thode Island, U.S.A., conducted a referendum on whether the univer- 
ity should provide students with suicide pills in: case of a nuclear 
var. | don't know what was the outcome of the referendum. But 
do remember why the students decided to conduct the referendum. 
hey had been reading up-to-date literature published describing the 
kely scenario in the event of a nuclear exchange. According to 


'e literature, it is said, in such a sc ivi 
ool enario the living will envy the 
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Considering the present Kerala scenario, should we also say 
t we envy those who committed suicide in recent years! Dehumani- 
¢ poverty, degrading oppression and apathy born of helplessness 
} despair lead people to suicide. Perhaps those who commit suici- 
simply act on the basis of a general attitude by which we stand 
namely, an easy preference for death in the face of the need 
change our way of life. This society should be able to make 
m realize that life offers alternatives to self-destruction, and educa- 
them with coping strategies. Instead of blaming them for their 
sy preference for death, we have to create and environment in 
ich the suicide-prone people can hope for the future and take 
ponsibility for the present. Religious and voluntary organizations 
1 the government have equal role to play in this area. 


Today many people will probably agree that Thomas Aquinas’ 
idemnation of all suicides is too harsh. Certainly there is no basis 
Biblical teachings for regarding suicide as the most deadly sin. 
er all Bible is not a book with readymade answers for all the 
estions of modern society. This is not to underestimate the autho- 
| of the Bible, but it is only to say that the Bible can be put 
perspective and can be brought up-to-date. 


Besides eschewing the traditional condemnatory stance toward 
Suicides, we need to be correctly informed about people who 
ntemplate, attempt or carry out suicide. It is frequently asserted, 
example, that suicide is the product of a diseased mind. The 
tis that while psychotics are at higher risks than the rest of the 
pulation,-most of those who commit suicide have no history of 
vere mental illness. 


Another hailf-truth is that suicide is a hereditary problem. The 
*t is that there is no conclusive evidence that genetic inheritance 
sdisposes some people to self-destruction. 


It is also misleading to say that it is only depressed people 
10 commit suicide. Not all suicidal persons have suffered from 
pression, and those who are in despondent mood may lack the 
ergy to fulfill their resolve. Many suicides occur after individuals 
me out of depression and are presumed by their friends to have 
gained mental health. Is it also unsupported folk wisdom that suici- 
. tends to be seasonal, with more suicides taking place during 
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bad weather or when people are most lonely? 

Some people distance themselves from those who talk ya 
suicide believing’ that there is no way Of stopping those who ave 
decided on that course of action. Actually, most who seem intent 
on suicide are ambivalent and never carry out their decision. Related 
to this is another half-truth: the suicide-prone are SO deeply disturbed 
that only a professional psychotherapist should deal with them. But 
the truth of the matter is that sensitive listening by laypersons has 
often reduced stress and preserved life. | am of opinion that readi- 
ness from the part of the individuals, as well as of the society as 
a whole, to ‘stand beside’ those who are facing ‘inhumanity’ of 
various degrees will certainly decrease the sharp rising rate of suicides. 


Now, what can be done? 


1. Misconceptions about suicide should be cleared away. Harm- 
ful false assumptions are still prevelent in our culture: that talking 
about suicide only encourages it; that stigmatization and prosecution 
are the best ways to prevent it; that those who speak of their own 
suicidal thoughts are not serious and will never follow through; and 
that those determined to take their own lives will do so inevitably, 
thus making all efforts to intervene futile. Religious and social wor- 
kers are in a unique position to dispel these and other myths, and 
it is encouraging that more and more are doing so. Service organisa- 
tions should be keenly aware of their responsibility to know the facts; 
and they can help dispel harmful notions by sponsoring public fora 
on the subject. - 

2. Numerous studies have shown that talking about suicide — 
specifically about its causes, warning signs and how it can be preven- 
ted — decreases rather than increases the risk of suicide. The vast 
majority of people who contemplate committing suicide want help, 
and will only actually complete the act when they feel there is abso- 
lutely no help available. We should provide them an opportunity for 
ventilation of those feelings by getting them out into the open. 


; 3. Those who are directly involved in any field in which suicide 
is a professional concern should press their colleagues and institu- 
tions to address the issue more seriously. Local religious and social 
organizations along with hospitals, counselling centres, schools and 
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colleges could sponsor joint communit 
the complexities of the ethical proble 
the urgent steps to be taken. Whether or not the attitudes of society 
will soon be changed should not be our primary concern now. What 


is needed is to begin the process, on whatever levels we can, with 
determination and confidence. 


y meetings in order to identify 
ms involved and to prescribe 


4. We should be sensitive to continuing changes taking place 
in social attitudes towards suicides. For example, if | understand 
correctly, in 1983 Roman Catholic Canon Law was changed to per- 
mit full burial rites to some known suicides. Most insurance compa- 
nies in the west now pay on policies held by suicides if they have 
been in effect for a specified time, usually two years. 


5. Our new understanding of suicide calls us to consider our 
collective responsibility for removing still existing social and econo- 
mic conditions that contribute to the increasing incidence of suicide 
— poverty, spouse abuse (especially towards women), demeaning 
attitudes towards aged people, and lack of psychotherapetitic help 
for those in lower income brackets. 


6. In the past, the subject of suicide was considered a matter 
for sociologists, doctors and religious authorities only. Ordinary 
people were left virtually ignorant about the issues, and hence they 
were not inclined to offer objections to some expert opinion. Today 
medical research has helped to produce a healthier and better- 
educated population. Therefore, ordinary people also should be ena- 
bled to partcipate in the discussions so that responsible answers 
to perplexing ethical issues surrounding suicide can be achieved. 


Today a growing number of people support the view that neither 
suicide nor attempted suicide should be regarded as crimes since 
medical and sociololgical studies have already shown the irrelevance 
of the criminal law to the solution of the problem. In that respect, 
| welcome the recent Supreme Court Judgement abolishing punish- 
ment for attempted suicide cases. It is not the cruel and irrational 
laws that will keep the sanity of the society, but the systematic efforts 
to remove the injustices and irregualrities of the society which cause 
frustration and lead people to seek exit from life. However, it is fitting 
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io have a thorough discussion on the implications of the Judgement 


and arrive at social and legal consensus so that the leniency of 


the Supreme Court may not be misused by the miscreants of the 
e 


society. 


Pe eS te 

Rev. Dr. 

:. hy li Poulose, Bishop, Church of the East, Thrissur 
protagonist of Liberation Theology and a prolific writer, 
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SUICIDE PREVENTION — 
A PRACTICAL APPROACH 
Dr. A.K. JAYASREE 


Suicide has emerged as one of the newer health problems of 
Kerala. In Kerala, the rate of suicide is more than that of any other 
State in India, even greater than that of some of the developed 
countries. It is interesting to note that when we consider the indica- 
tors of the quality of life, such as educational status, infant mortality 
rate and life expectancy, Kerala is far more advanced than other 
States. But suicide, which is an indicator of mental ill-health is found 
to be very high. This presents a paradoxical picture of the health 
status of the people of Kerala. 


Differerit theories have been postulated to answer this enigma. 
In general, we can see that even though Keralites are advanced 
in educational status, health care utilisation and living conditions, 
they are still conservative in certain social values. One peculiar natu- 
re which has a bearing on suicide prevention is the reluctance to 
share one’s problems with another, especially in issues like sexuality, 
marital disharmony, and psychiatric illnesses. Another unique charac- 
teristic is people's high expectations which are not often fulfilled. 
These factors contribute to the higher prevalence of suicide in Kerala. 


One of the major challenges to suicide prevention is the social 
stigma attached to it. People want to keep silent about the suicidal 
ideation of their friends or relatives. And also, often the victim Is 
blamed and accused for the behaviour. Suicide is considered a perso- 
nal issue in which the problem originates and lies within the person. 
But, actually it often originated outside the person and as a result 
of a chain reaction within family and society, is finally focussed in 
an individual. 


a 


man was admitted in the hospital after 
| interviewed him first, his mother and 
found to be cheerful and he hesitated 
front of his family members. His mother 
was of the opinion that he took an overdose of sleeping pills under 
the effect of alcohol and that he did not have any problem other 
than alcoholism. She did not show any interest when an opportunity 
for counselling was offered to them. They wanted to get discharged 
as early as possible. Later Madhu came to me alone and disclosed 
his problems. His childhood was spent in an unpleasant atmosphere 
as his parents quarrelled frequently and eventually separated. This 
affected his studies and he was forced to abandon school. He develo- 
ped conduct disorder, and later alcoholism. After marriage there were 
frequent conflicts with his family; he could not earn a regular income 
and could not cope with minor stresses. He felt his mother did not 
love him, often felt depressed and thought of suicide as the best 
solution. 


Madhu, a thirty year old 
an attempted suicide. When 
sister were present. He was 
to talk about his problems in 


Appropriate intervention may help a person like Madhu. But 
even when’ a person's life is in danger, we find that the relatives 
are reluctant to discuss their problems. The social stigma attached 
to suicide is so strong. But this silence that encompasses suicide 
only mystifies it further rather than give comfort to the individuals 
involved. It is well known that talking about a problem, and sharing 
their feelings will go a long way in helping people to tide over a 
crisis. Why is it that people are still reluctant to seek help when 
there is a risk of suicide? There are a number of possible reasons. 


‘A as Hi is * general tendency to deny intrafamilial problems. 
is considered shameful to let others know that th 
problems within one’s family. t there are 


2) Suicide is an unnatural event 
& ays surrounded by myths and super- 
stitions. A suicide attempt is often viewed with awe and embarrassment. 


~ - People are still afraid of legal complications and police haras- 
i eile in turn add to the social stigma. 
inal 7 ie of the public including professionals, towards 
te euleks a a The most common notion is that a person attem- 
a personal fault or inadequacy. There is a 
é ‘ re 
attitude of condemnation towards such nel ia — 
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It is now evident that suicide prevention programmes should 
cover a wide range of activities from individual level crisis manage- 
ment to health education to the masses aimed at attitudinal changes. 
Before adopting intervention strategies, one should have a better 
understanding of the factors which are associated with an increase 
in the risk for suicide. These risk factors are related to the intricacies 
of social values and norms that determine the nature of interpersonal 
relationships within the family and the community, expectations from 
life, and the changing nature of crises in a society in transition. Com- 
monly attributed risk factors include sudden changes in interpersonal 
relationships, loss of a significant other, seperation from friends, 
broken love affairs, neglect from close relatives, trouble with law, 
fear of ostracism, unemployment, alcoholism, substance abuse, pre- 
vious suicide attempts, family history of suicide, recent suicide of 
a relative or friend and family problems. 


In Our experience, marital disharmony has been found to be 
a factor very commonly associated with suicide. Another frequent 
factor is problems in adjustment with parents. This is particularly 
so in adolescent suicides. A few (about 10%) attempt suicide due 
to economic crisis or unemployment. A similar number of persons 
attempt suicide because of low personal competence to deal with 
seemingly insignificant personal problems. In many cases many fac- 
tors are significant though one factor often predominates. 


in Madhu’s case too, several factors are involved. His childhood 
was traumatic and he developed conduct disorder and later substan- 
ce abuse. Because of the faulty development he could not acquire 
skills to cope with his own emotions or with interpersonal problems. 
This has made him vulnerable to suicidal behaviour. 


As mentioned, marital disharmony has been found to be a factor 
very commonly associated with suicide — especially women’s suicl- 
de. Dowry related problems, alcoholism of husbands, domestic violen- 
ce, hostile in laws and the resulting social isolation all take their 
toll. In the changing pattern of family structure in Kerala, married 
women in hostile environments suffer from extreme lack of social 
support. Infact the family and society often refuse to acknowledge 
that a problem even exists. Such ongoing stress may become unbea- 
rable and lead to a failure of coping abilities. 
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oticed in adolescent suicide is problet 


One frequent factor n 
‘ The parents themselves are under s 


in adjustment with parents. 
due to the competition they have to face for employment and su 


val. This anxiety causes them to be overly restrictive or indul 
or overprotective towards their children. Such children may fail 
develop competence to deal with stress, to socialize appropriat 


or develop social networks. 


Another problem commonly noticed in our centre is the fe 
of ostracism. This is particularly evident in situations like preman 
and extra marital sex, alcoholism, failure in examination etc. Ma 
individuals in such situations feel an extreme degree of guilt a 
shame. The presumed social isolation and rejection are experienc 
as catastrophic. Such individuals seem to attach a high premit 
to social acceptance and pay a heavy price when they fear th 
may lose this acceptance. 


It is evident that it is not possible to isolate one single cau 
(like depression or alcoholism) for a person's suicidal behavio 
Such behaviour can be better understood as a product of interrelat 
biological, psychological and social factors. There is emerging evide 
ce that there is a’genetic predisposition to suicidal behaviour in sot 
individuals. Similiarly predominantly psychological factors like cert 
personality disorders increase the risk for suicide. Social factors of 
rate not only at the social level but also at the individual leve 


An act’of suicide, when it finally occurs, exposes to public scr 
ny only a small portion of the components which operated in bring! 
about the event. The major part of the complex processes involv 
biological, psychological and social factors will, like an iceb 
remain submerged. Specialized knowledge and expertise are need 
to identify and correct these factors. 


So it is clear that prevention of suicide is not easy. Each co 
pleted suicide should be considered an instance of failure of | 
society to protect its’ members. A failed suicide attempt is theref 
a clear and urgent occassion for intervention. This.is essentially sec 
dary prevention and it can prevent further attempts. Primary previ 
tion on the other hand is a long term process aimed at suic 
prevention through public education. These two strategies are comfy 
mentary and should proceed concurrently. 
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It is commonly believed that if 
he is determined to do it and that 
not true. Most people are in an ambi 
plate suicide. The state of crisis 
before it culminates in suicide. And, during the early Stages they 
do communicate their fears, intentions and unhappiness. It is easier 
to identify potential suicides during these stages and to intervene 
Successfully. Many can be saved if the necessary emotional support 
is provided and their dependency needs are fulfilled. 


somebody wants to end his life, 
nobody can prevent it. This is 
valent state when they comtem- 
passes through different Stages 


Individual counselling, group counselling and family involvment 
are useful in suicide prevention at an individual levei. Counselling 
involves establishing rapport with the client, empathising, allowing 
the client to ventillate, identifying problems and Suggesting alterna- 
tives. Regular follow up is essential for the success of the interven- 
tion activities. 


For those who are reluctant to approach the counsellor directly 
and in emergency situations telephone services are helpful. Here 
too, assessment of intensity and lethality of the suicide intent is very 
important. Management strategy depends on the level of intensity 
and lethality. Other members of the client’s social network may be 
approached in certian situations. Timebound "No Suicide" contracts 
can be made with the client. 


If there is an associated psychiatric disorder, drug therapy may 
be needed. A team approach involving the psychiatrist, psychologist 
and social workers will be more effective. 


As suicide is influenced to a great extent by the attitudes and | 
value systems of the society, community level prevention is equally 
important especially in long term strategies. Health professionals, 
teachers and other community leaders should take the lead in remo- 
ving the social stigma attached to suicide. They must also undertake 
community level education to help people identify the warning signs 
of potential suicide. Most people are capable of giving emotional 
support to others in times of crisis and thereby preventing suicides. 


Community level education can be implemented through the 
mass media and through lectures, and seminars involving students, 
professionals, teachers and the general public. Suicide should be 
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treated as another public health problem. Community level program- 
mes should promote a positive approach towards suicide - that it 
is preventable and that anybody can help in prevention. The program- 
me must also aim at eliminating the myths and fears connected 


to suicide. ® 


Dr. AK J 
ayasree M D (PSM ) is actively involved with the suicide 


prevention clinic, Depa 
lin oil partment of Psychiatry, General Hospital, 
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THE SAMARITAN MOVEMENT 
M.C. ANTONY 


The content of this paper is limited, as it is a recollection of 
personal experience with the Movement between 1972 and 1980 
in the Putney Branch of the Samaritans in South West London. 
There may also be several fresh developments in the Movement 
since that date, which are not included in this paper. This is not 
a professional exposition of either the Movement or suicide preven- 
tion. The paper is to be read in this context. 


There are several treatises and research papers on the work 

of the Samaritans, and there are also TV productions of the BBC 
and other United Kingdom Media Companies which provide further 
insight into the Movement. The interested reader can seek informa- 
tion from any Branch of the Movement — there are at least two 
Branches in India, in Hyderabad and Madras. 


The Samaritan Movement is basically a telephone befriending 
service for the suicidal. The movement owes its origin to the personal 
vision and effort of the Rev. Chad Varah, a Methodist Minister, 
attached to a church in Central London. A young person in his parish 
committed suicide. The Rev. Chad Varah felt that the suicide was 
apparently brought on by loneliness, and in the time of crisis, there 
was nobody to lend this person a sympathetic ear. He therefore 
put up a notice saying that he would be there for anybody who 
felt the need to talk about personal problems in a crisis. Within a 
very short while, he was inundated with callers, and he had to call 
on other like-minded people to help him cope with the rapidly increa- 
sing load. The Movement burst into existence, and today rot an 
international movement, with perhaps over a thousand centres In 
various countries. 
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The nature of the service is voluntary - it is not a professional 
service. The service relies mainly on non-professional ordinary volun- 
teers from all walks of life. The common bond is that of a willingness 
to devote a certain time each week to provide sympathetic support 
to a person in deep crisis and need. It is usually a 24-hour telephone 
service and normally commences with a night-time service, since 
this is usually the time of greatest need. The second aspect of the 
service is the encouragement of visits to the Samaritan Centre by 
those who feel the need. The third aspect, where feasible, is the 
organisation of a “flying squad" service, to try to reach somebody 
who cannot otherwise come to the Centre and is in need of immedia- 


te help. 


The telephonic service is at least double-manned—tere are at 
least two people available at all times. There are many reasons 
to have at least two people available. When a person is answering 
a call from a person with a crisis at the other end, the person answe- 
ring the call definitely needs support. Often, there is a great deal 
of (silent) exchange of information between the two volunteers (for 
example, by notes) while the call is in progress. The crisis telephone 
usually has an additional ear-piece, so that the second volunteer 
can listen in to the conversation and independently assess the nature 
of the unfolding situation, and aid the volunteer on the phone. There 
are usually two telephones as well in the Centre, and volunteers 
are encouraged as far as possible, and as early as possible, to 
wean the caller away from the crisis telephone, and call the person 
back from the second phone. The second phone number is not publi- 
shed. This frees the crisis telephone for further incoming calls. The 
second phone may also be necessary for seeking out information 
or guidance to aid the volunteer and the caller on the crisis phone. 
Being a nonprofessional front-line service, often there is need to 
seek outside help while a call is in progress. However, it must be 
stressed that the confidentiality of the caller is never violated without 
his or her consent, even under the most trying of circumstances. 


The organisation of the centre provides for at least one level 
of referral within the centre itself. There are several reasons for this. 
The service is manned by a large group of non-professional volun- 
teers who devote a few hours each week. A volunteer may be 
dealing with a situation where he or she may be in need of immedia- 
le support. As far as possible the organisation tries to provide the 
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Support from within itself, to preserve the confidentiality of the c 
The volunteer, often through the second collea 
has access to more experienced or professio 
guidance from, while tackling the call. There 
with different patterns, who ma 
in a particular way. Often, ther 
within a large centre. 


aller, 
gue on duty, therefore 
nal voulnteers to seek 
are also repeat callers 
y need to be screened or handled 
€ is more than one level of referral 


There are strong links between the centre and professional orga- 
nisations, such as hospitals, psychiatric clinics, shelters for the home- 
less, organisations for the disabled, and organisations handling alco- 
holism and drug abuse, among others. The Movement is projected 
and viewed as one that offers non-judgemental, non-professional sym- 
pathetic listening and befriending. It is therefore often the first 
receiver of a call for help to provide the client with information on 
where the support needed is available. 


The Samaritans do maintain records. However the records are 
confidential within the Centre. The reason for maintaining records 
is not so that dossiers can be built up on people seeking help. 
The reason is to make the service more effective, because many 
of the calls are repeat calls, and it is easier to deal with such a 
call when it can be identified as such, and when the volunteer can 
look up a more seasoned and considered assessment of the caller, 
with perhaps some guidance on how to handle the call. This is one 
more reason to have at least two volunteers on duty — the second 
volunteer might recognise the caller, or can bring the record to the 
attention of the volunteer handling the call. The record may also 
contain some standing instruction or warnings, considering the wide 
nature of calls that reach such an open and vulnerable telephone 
service. Every call is logged, and when a caller can be identified, 
that record is also updated. The records are regularly scrutinised 
by persons managing the centre, to try and identify patterns, needs, 
and methods of handling particular situations and callers. 


One of the most thankless jobs within the centre is that of rota 
management. In trying to provide a 24 hour service using volunteers, 
the rota secretary's job is the worst possible job. The work Is very 
stressful, and a person cannot be expected to take more than three 
or four hours at a stretch. (Nights are an exception, and a centre 
usually winds up with a set of dedicated night duty volunteers who 


85 


take on this burden for seven OF eight hours once a week or wi: 
a fortnight. In London, every volunteer Is expected to take Pepe 
one night duty a month. In the Indian context, this may not be she 
ble). Double manning is also highly desirable. Say, with six shifts 
a day, with double manning and one duty a week, the absolute 
minimum number of volunteers to run a centre is one hundred — 
but for a viable and reliable service, around two hundred volunteers 
are required, to take care of eventualities, and the other aspects — 


of the service. 


Hence one of the important functions of the service is the conti- 
nual generation of new volunteers, to offset the turnover in volun- 
teers which is relatively high, given the nature of the work and the 
disposition of the average volunteer. There is also an initial training 
that each volunteer must be given before he or she can be inducted 
into the service, and refresher courses for seasoned hands. Thus, 
training is an on-going function of such a centre. 


Another aspect of the management of a centre is that of publi- 
city. There are two kinds of publicity that are necessary. One is 
for revenue generation, to meet the initial and running expenses .- 
of the centre — centres usually run on contributions and self genera- 
ted revenue, such as from raffles, fairs, etc. The other level of publi- 
city is required for client awareness — to reach people who may 
be in need of the service. The second is often aided by media presen- 
tations, either on TV or in the press. Also, the Samaritan telephone 
number is usually prominently displayed on public call boxes, with 
a terse message enouraging the suicidal to call. 


Being non-professional, the service has to be very careful about 
how it deals with such a critical and serious phase in someone else’s 
life. The service is therefore primarily a listening service. Listening 
is probably the most important aspect of dealing with a suicidal per- 
son. There are several principles that are taught to volunteers when 
they join, and it is instructive to review some of these, to get a 
flavour of the kind of service that the Samaritans provide. Most of 
these principles are in the form of "Do Not......". To facilitate reading, 


the usuage ‘he" will appear from now on in contexts where a person 
of either sex may be relevant. 


The first of these is "Do not give advice". The volunteer is not 
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in the caller's life situation, and is not professionally qualified or trai- 
ned to deal with such a crisis. The volunteer is therefore discouraged 
from presuming that he is competent to offer advice in such circum- 
stances. Instead, the volunteer is encouraged to offer alternatives 
or information in the pauses, and help the caller to make up his 


own mind on his course of action, if indeed he wishes to do somethig 
at the time. 


Another of these principles is "do not patronise". Phrases such 
as “| know exactly how you feel" are neither supportive nor factual. 
It is not easy to know or understand exactly how a suicidal person 
feels, and one who does is probably in need of the service. Instead, 


the caller is to be encouraged to spell out in his own terms how 
he feels. 


"Do not give money". Volunteers might be expected to welcome 
this principle, but sometimes it may easily appear that this would 
be the quickest way to terminate a particular predicament. However, 
giving money is never an answer, and might often prevent the facing 
of an underlying cause which will continue to manifest itself as the 
money runs out. This rule is sometimes bent to, for example, reach 
a person to a hospital. 


An important rule is "Do not hang up". This is something the 
Samaritans are very determined about. A volunteer is only allowed 
to hang up if permitted to do so by a senior volunteer or duty director. 
lt may seem obvious that there are certain types of calls on which 
the volunteer is permitted to hang up, but this cannot be taken for 
granted — often a call may be incoherent, with long pauses, garbled 
words, or aggressive, insulting, or with sexual overtones. Calls may 
also last a long time — they could easily go on for two or three 
hours. The volunteer is expected to handle that particular call perso- 
nally, even if it crossess the duty period. For this reason, volunteers 
are discouraged from taking duties from which they expect to move 
directly to some other appointment. 


Apart from being a non-professional service, the Samaritans is 
also a non-religions service, and one of the cardinal principles is 
"Do not talk religion unless the client wants to", and an immediate 
corollary is "Only talk religion on the client’s terms". Religiously orlen- 
ted people are diproportionately represented in the volunteer popula- 
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se of commitment and availability of time, but 
it is not perceived to be constrained 
to societal segments. Also, the Samaritans do not intend to or 
believe in imposing any rules oF views on its clients, hence the prin- 
ciple. Appealing to one’s own concepts of the sanctity of life or other 
view points may really result in a disastrous turn to the conversation. 
The cardinal value of LISTENING rather than TALKING is emphasi- 


sed and remphasised to volunteers. 


tion, probably becau f co 
the service is only effective if 


"Do not be shocked". This is easy to say, and people often 
feel that they are sophisticated enough not to be shocked. However 
one’s own life experience can be very different from that of another, 
and shock does not come from just one subject. It can be very 
difficult to handle the situation arising from shock on a volunteer's 
part, and this is one of the facets of character that is most closely 
assessed during the volunteer selection and training process. 


Another important principle is "Do not disclose your identity, or 
that of any of your colleagues". The Samaritans works on the basis 
of a pseudo-identity - a volunteer is normally identified on the basis 
of his first name and a number. This principle is mostly for the protec- 
tion of the volunteers themselves. It is not always possible to assess 
correctly what sort of a situation is being dealt with, and where it 
might lead. So anonymity is to be preserved, and to be respected 
if desired by the caller. It is much easier to deal with a conversation 
with a name, so volunteers often ask a caller "May | call you....?" 
if the client has not disclosed his name. Volunteers are also cautio- 
ned to carefully avoid traps in which they disclose either their own 
or a colleague’s identity. 


. Volunteers are also strongly discouraged from taking their Sama- 
ritan work home - offering to call the client back from home later 
own, or, much worse, giving the client his home number. One of 
the dangers of this work is the development of strong dependencies, 
and these are actively discouraged by the Movement. Sometimes 
a client is comfortable with his first contact, or somebody on the 
same wavelength. In such cases, the client is encouraged to call 
during the next duty of that volunteer, if needed. But volunteers are 
constantly reminded that this is a crisis intervention service, and 
friendly chats detract form its purpose and clog up its resources. 
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“Do not make promises that you do not keep". Also 
offer any help or Support that you have not recorded" 
as much for a client's benefit as the volunteer's and 
protection. This is especially so when one of the principl 
broken. The unfolding situation may well be one that t 
was unable to foresee, and wisdom after the event 
in the context of an irrecoverable circumstance. 


"Do not 
. These are 
the centre’s 
es has been 
he volunteer 
may well be 


“Don't panic". Easily said. Very difficult in practice. The nature 
of some calls is so traumatic that even the most seasoned volunteer 
is hard put to deal with the crisis. The centre maintains its internal 
referral levels to allow volunteers to ‘Pass the panic on’ in these 
Situations. Time is often very critical. 


“Don't talk to the Media, Police, and similar bodies". Any matter 
that the volunteer feels should be brought to the attention of some 
authority is to be passed up the referral chain of the centre. The 
service is publicised on a more widely considered platform, and its 
effectiveness depends on its consistency. The relationship with the 
Police may well be a matter for concern in some situations, but 
by and large the Police have been more than understanding about 
the needs of the service, and liaison is usually maintained with the 
local authorities to allow for the smooth functioning of the centre. 
The individual volunteer's identity is preserved in any case, and such 
situations, if they arise, are dealt with at an organisational level. 


"Do obey directions and instructions". Sometimes a volunteer 
is faced with a situation where he feels he knows exactly what needs 
to be done, and there is a direction telling him to avoid doing that. 
The consequences of infringing the direction may well backfire on 
the volunteer. (The instruction would not have found mention unless 
it was justified). 


At the supervisory level, there is a constant monitoring of the 
service, and particularly of the volunteers, especially for signs of 
unhealthy dependencies. Samaritan clients are particularly vulnera- 
ble, and even without intent, unhealthy involvement can manifest 
itself. Volunteers are often advised to take a period of time off form 
this work, so as to refresh themselves and avoid burnout. 


For a service that is so open, there are surprisingly few crank 
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calls. Obscene calls are common, but again the volunteer is not 
expected to hang up unless given permission to do so either by 
a standing instruction or a specific approval on the spot. Many calls 
that start out on an obscene basis will turn out to be a genuine 
cry for help. If it doesn't, the volunteer is encouraged not to feel 
frustrated, even if he feels used - there is no point in getting frustra- 
ted. Many such calls may manifest deviant behaviour, and the rela- 


ted consequential stresses on the caller. 


There are also manipulative calls, where the volunteer will be 
driven into corners or unwelcome positions. Volunteers are given 
training in recognising manipulative callers and means of avoiding 
traps. Such calls are immediately moved off the crisis line, and then 
the caller is sometimes allowed to continue the manipulation until 
the root cause (if forthcoming) is ascertained. 


Calls after bereavement are some of the most difficult to handle. 
The service is probably most effective in serving this situation, 
because the need of the caller is a non-judgemental, sympathetic 
listener, to share the grief, guilt, anger, and emotions welling up 
in the aftermath of the loss of a close one. 


Many calls relate to drugs and alcoholism. Calls come from both 
the addicts themselves, and from those living in close emotional 
proximity to them. These are sometimes difficult to handle. Visits 
by alcoholics are even more difficult to handle. The centre usually 
offers tea or coffee and biscuits to callers; sharing a drink is not 
advisable! 


Calls relating to domestic violence are very often encountered. 
Callers usually wish to maintain anonymity because of social status. 
Calls related to homelessness and poverty were common, especially 
in a large metropolis like London. Very often, there were welfare 


services that could offer more tangible help, once the emotional crisis 
was past. 


Another type of call received by the Samaritans in the United 
Kingdom were the public threats - bomb warnings and the like. 
These of course are immediately passed on to the concerned authori- 
ties, which in any case was the intention of the caller. 
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Of all causes, loneliness: accounts for the most number of Calls 
Loneliness is not always direct. A person many well be socially 
active, a member of several organisations, a family person, and : 
may suffer from a loneliness which he has not been able to aia 


to those with whom he interacts, perhaps precisely because of his 
social predicament. 


Almost all attempts at suicide are a cry for attention. This is 
the reason for the triumph of the Samaritan Movement - at a moment 
of deep crisis, there is somebody on a one-to-one basis, who demon- 


strates that he cares, and is willing to spent time to show that he 
cares. 


The situation in Kerala has been the focus of some attention 
in recent times. The press reports that Kerala has one of the highest 
suicide rates in the country, and the rate has accelerated in recent 
times. The pressures driving one to suicide may well be different 
in this environment from that in other countries. Some recent sta- 
tistics highlight a decline in the suicide rate in Madras following the 
introduction of the SNEHA service, a branch of the Samaritan Move- 
ment. Such statistics have been observed consistently wherever the 
service has begun to operate. The success of the movement in the 
cultural context of Madras, being less removed from Kerala’s than 
a Western culture, offers hope that a similar service could make 
a dent in the rising suicide rate in Kerala as well. 


The basic parameters of the service are not expected to be 
different from those governing the large majority of Samaritan 
centres, although some policy decisions are likely in the context of 
the particulars of the prevailing socio-economic environment and the 
nature of calls expected. Link with the parent organisation is strongly 
recommended. Since this provides access to a vast body of research 
and other supportive services that can only benefit the organisation. 
The Movement also imposes certain standards which are expected 
to be maintained by Branches, and this in itself is a good thing. 


Considerable support from the nearest operational centre (in this 
case Madras) will be needed in the initial stages. Some planning 
work is needed to identify areas and activities requiring attention 
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- funding, accomadation, telephone lines, 
volunteer generation, training, centre organisation, etc. The first 
phone call should only be taken when the centre is able to respond 


to the need of the caller in a manner worthy of the Samaritan Move- 
® 


to bring the service on line 


ment. 


Mr. M.C. 
Antony, a Computer Engineer, is the managing director 


of Peacock Softw 
are. He was a , ' 
for ten years. volunteer in Samaritans in London 
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RIGHT TO DIE AND 
THE CONSTITUTION OF INDIA 
ROMY CHACKO 


The Supreme Court of India was recently confronted with a dilem- 
ma arising out of Individual-State relationship. This related to the 
validity of Sec. 309 of Indian Penal Code which makes attempt to 
commit suicide punishable as an offence. After an elaborate discus- 
sion involving religious, social, constitutional and medical aspects 
the apex court of the country finally struck down Sec. 309 of |.P.C. 
holding that the said section is violative of fundamental rights guaran- 
teed in part Ill of the Constitution. 


Section 309 |.P.C. states as follows : "Whoever attempts to com- 
mit suicide and does any act towards the commission of such offen- 
ce shall be punished with simple imprisonment for a term which 
may extend to one year ( or with fine or both ) " 


In the light of the above penal provision a person who attempted 
to commit suicide was to be prosecuted and punished without taking 
into account the circumstances or the background leading to the 
attempted suicide. The constitutional validity of this provision was 
challenged in different High Courts in the Country. Ultimately the 
matter was set at rest by the Supreme Court in Rathinam/Nagbushan 
Patnaik Vs. Union of India (1994) 3 SCC 394. Wherein it was held 
that Sec. 309 was unconstitutional. 


The framers of the Indian Constitution have incorporated what 
is known as Fundamental Rights in Part Ill of the Constitution. One 
of the reasons was to avoid the danger of the majority in the legislatu- 
re enacting laws which are oppressive to individuals. After the 
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onstitution on 26th January 1950 the Supre- 
High Courts have played an effective role 
nd the executive within the limits prescri- 
bed by the constitution. The Constitution of India empowers the Supre- 
me Court and the High Courts to declare a legislative or executive 
action as null and void if it is inconsistent with any of the Fundamen- 
tal Rights or if the same is beyond the powers of the legislature 
or the executive. As fundamental rights constitute a limitation on 
goverment, the most important problem which the courts have faced 
is to achieve a reconciliation of rights of the individual with those 
of the State or Society as a whole, to create a proper balance bet- 
ween individual liberty and social control. 


Articles 14 and 21 are the two fundamental rights based on 
which constitutional validity of Sec. 309 I.P.C was challenged. Article 
14 states that State shall not deny to any person equality before 
law or equal protection of laws. Article 21 states that no person 
shall be deprived of life or personal liberty. 


coming into force of the C 
me Court as well as the 
in keeping the legislature a 


Both the articles have been given a wide interpretation by the 
Supreme Court in several decisions. It has been held by the Supre- 
me Court in Maneka Gandhi Vs. Union of India 1978 (2) SCC 248 
that every form of arbitrariness or irrationality is anathema in our 
constitutional scheme. On Article 21 the Supreme Court has held 
that the expression ‘personal liberty’ in Article 21 is of widest amplitu- 
de and it covers a variety of rights which go to constitute the making 
of a man. As regards the expression ‘procedure established by law’ 
it has been held that the procedure should be fair, just and reasona- 
ble and not arbitrary, fanciful or oppressive. It can be said that the 
country witnessed the dawn of Human Rights Jurisprudence fol- 
lowing the construction given by the apex court to Article 14 and 
Article 21 in Maneka Gandhi's case. Pursuant to the law laid down 
in Maneka Gandhi's case the Supreme Court has delivered several 
judgements widening the scope of the expression ‘life’ and ‘personal 
liberty enshrined in Article 21 of the Constitution. Thus Article 21 
has been interpreted so as to include within it the right to go abroad 
right to Privacy, right against solitary confinement, right to legal aid, 
right against handcuffing, right against delayed hanging, right to live 
with basic human dignity etc. Very recently the apex Court has in 
a landmark judgement in Unnikrishnan Vs. State of A.P. (1993) 1 


SCC 645 has held that ri ; 
ght to receive educatio 
is also part of Article 21. ion upto primary stage 
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Suicide is the intentional taking of one’s own life. In olden days 
in England suicide was regarded as a felony requiring burial on a 
public highway, followed by forfeiture of all the properties of the 
deceased to the crown. But the Suicide Act 1961 does not regard 
attempt to commit suicide an offence in England. Soon after passing 
suicide Act 1961, the Ministry of Health issued recommendations 
advising all doctors and authorities that attempted suicide was to 
be regarded as a medical and social problem. 


In U.S.A. Suicide is not regarded as a crime under any of the 
State statutes. In twenty two states and three U.S. territories, 
however, assisting suicide is a crime. If an assistant, participates 
affirmatively in the suicide, for instance pulling the trigger or administe- 


ring a fatal dose of drugs, courts agree that appropriate charge is 
for the offence of murder. 


Law Commission of India in its 42nd report (1971) recommen- 
ded repeal of Sec. 309 on the ground that it was harsh and unjust. 


Even before the Supreme Court pronounced its views on Sec. 
309 |.P.C different High Courts held different views on the subject. 
Bombay High Court held in Maruti Shripati Dubai Vs. State of Maha- 
rashtra that Sec. 309 I.P.C. was ultra vires and violative of Article 
21 and 14 of the Constitution. Delhi High Court held in State Vs. 
Sanjay Kumar Bhatia as follows : "It is ironic that Sec 309 still conti- 
nues to be on our penal code. Instead of sending the young boy 
to psychiatric clinic it gleefully sends him to mingle with criminals. 
The continuation of Sec. 309 |.P.C is an anachronism unworthy of 
human society like ours’. 


But at the same time Andhra High Court declared Section 309 
|P.C. as constitutional and valid in Jagdeshwar Vs. State of 
A.P.(1988 Cri. L.J.549). 


it is in the above background that the Supreme Court was called 
to decide the Constitutional validity of Sec. 309 |.P.C which penalised 
a person attempting to commit suicide. Some of the arguments ral- 
sed against suicide are that it is against religion, it is immoral, it 
produces adverse sociological effects, it is against public pole 
damages monopolistic power of the State as State alone can ta e 
life, it would encourage aiding and abetting suicide etc. Rejecting 
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me Court held that suicide is a psychi- 


the above arguments Supre Jicid 
. on of criminal instinct. The court 


atric problem and not a manifestati 
opined that suicide prone persons should not be prosecuted. While 


dealing with the example of a woman committing suicide because 
she had been raped the court observed, "Would it not be adding 
insult to injury and insult manifold, to require such a woman in case 
of her survival to face the ignominy of undergoing an open trial 
during the course of which the sexual violence committed on her 
which earlier might have been known only to a few would become 
widely known... Is it not cruel to prosecute such a person ? What 
is crime in such a case is to prosecute her with a view to get her 


punished." 


The Supreme Court held that Sec. 309 |.P.C. was not hit by 
Article 14 in as much as the gravity, nature and extent of attempt 
can be taken care of by the judiciary by tailoring the sentence appropri- 
ately. (Section 309 has only provided the maximum sentence upto 
one year). On the other hand it was held that "right to life" in Article 
21 includes the right not to live since it was decided in earlier cases 
that right to freedom of speech and expression includes right not 
to speak and freedom of business includes freedom not to do busi- 
ness. Supreme Court finally concluded as follows: "Section 309 
.P.C. deserves to be effaced from the Statute book to humanise 
our penal laws. It is a cruel and irrational provision, and it may 
result in punishing a person again (doubly) who has suffered agony 
and would be undergoing ignominy because of his failure to commit 
suicide. Then, an act of suicide cannot be said to be against religion, 
morality or public policy and an act of attempted suicide has no 
beneficial effect on society. Further, suicide or attempt to commit 
it Causes no harm to others because of which state’s interference 
with personal liberty of the persons concerned is not called for." 


Hence Section 309 |.P.C. was declared as unconstitutional, as 
the same is violative of Article 21 of the Constitution. 


In Rathinam case the apex court has concluded that majority 
of Suicides are a product of personality disorganisation which can 
“ty more scientifically dealt with avoiding punitive approach. Following 
ae judgement of the Supreme Court the suicide seeker is spared 

e social stigma. The court went further and conceded a constitutio- 
nal right to die. Following the dynamic interpretation given to article 
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21 in several decisions referred to above one wonders if the court 
has reversed the direction of expansion of ‘right to life’. This is so 
for the reason that in the previous judgements the court has facilita- 
ted and enhanced the enjoyment of right to life itself in holding that 
right to life includes right against handcuffing, legal aid, livelinood, 
healthy environment, shelter, education etc. Same is the reason to 
Suspect that right to die is a movement in the reverse direction. 


As matters of vital public importance such as individual liberty, 
State responsibility, existence of human life etc. arise for considera- 
tion in the above case it is necessary that the same is finally resolved 
by a constitution Bench of the Supreme Court. ey 


Mr. Romy Chacko is a lawyer practising In the Supreme ee 
represented India in the Commonwealth Young Lawyers Cause 
in London recently. 
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A DEHUMANIZING JUDGEMENT ? 


PAUL THELAKAT 


This is to express my moral and religious pain and protest at 
the judgement of our Supreme Court on Suicide. Honourable Justi- 
ces R.M.Sahai and B.L.Hansaria conclude their lengthy judgement; 
"On the basis of what has been held and noted above, we state 
that section 309 of the penal code deserves to be effaced from 
the Statute book to humanize our penal laws". (1,112) It is understan- 
dable to say that we should not punish a man who has attempted 
suicide by putting him in prison which adds agony to ignominy. If 
we agree on this why then a hue and cry against the judgement? 


The point of contention is, what do we mean by humanizing 
law? If we look in to a parallel case, the answer will become clear. 
Jesus humanized the Old Testament law of stoning to death a 
woman caught in adultery. But how? Out of respect for the human 
person and mercy we desist from doing any harm to the sinner. 
But do we condone adultery? Do we say adultery is no more a 
sin. 


One can argue that committing adultery is a fundamental right 
of every woman and man and that adultery is neither against religion 
nor against morals. Moreover one may say that this is part of the 
age old social ethos of the people. So finally you make adultery 
a virtue! This also could be called "humanizing" the law. 


| am afraid we are attempting to ‘humanize’ suicide by eulogizing 


The judges ask; "Has a person residing in India right to die?’ 
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al rights have their positive as well as 
negative aspects. For example, freedom of speech and expression 
includes freedom not to speak ........ It was therefore stated that 
logically it must follow that the right to live will include right not 
to live, i.e., right to die or to terminate one's life" (32) 


And they wrote: "Fundament 


The judgement further asks, “Is suicide a non-religious act?" 
it states: “So, life does not end in this world and the quest continues, 
may be after the end of this life. Therefore, one who takes life may 
not really be taken to have put an end to this whole life. There 
is thus nothing against religion in what he does" (81). The jwdges 
give examples of religious men of India who, they say, committed 
suicide - Lord Rama, Budha, Mahavir and Vinobha Bhave. So the 
court judges, "So where is non-religiosity in the act of suicide so 
far as our social ethos is concerned? And it is this ethos, this social 
mores which our law has to reflect and respect"(83). 


ls suicide then immoral? "Morality has no defined contours and 
it would be too hazardous to make a bold and bald statement that 
commission of suicide is per se an immoral act. If human beings 
can be treated inhumanely .... charge of immorality cannot be, and 
in any case should not be levied, if such human beings or like of 
them feel and think that it would be better to end the wretched 
life instead of allowing further humiliation or torture” (90). 


The judgement opens many fundamental issues which need criti- 
cal evaluation. Within this short space one cannot do justice to the 
topic. So | restrict myself to a few observations only. 


. The judges have declared that suicide is neither immoral nor 
irreligious. Moreover they claim that suicide is fully in agreement 
with our social mores or ethos. If so why should sathi remain a 
matter of criminal offense in India? The judgement clearly states, 
“Public opinion becomes the final arbiter in placing the opprobium 
of crime upon a Specific type of behaviour". Suicide according to 
this view IS not a matter of public disapproval. One is inclined to 
question this assumption. Furthermore can public opinion be conside- 
red the final arbiter in placing the opprobium of crime upon any 
and every type of behaviour ? Public opinion at least in certain com- 
munities in Rajasthan: approves of sathi. So why should the law 
prosecute those:who’ atternpt it? Moreover if an Indian has a right 
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to commit suicide, why should the law forbid a 


into the funeral pyre of her husband? Can we sa 
ge, human sacrifice, tem 


based on public opinion? 


wife from jumping 
as y that child marria- 
ple prostitution etc. were forbidden here 


The judges seem to agree that there is no objective basis for 
moral behaviour. To prove their point they quote Justice Krishna 
lyer who wrote : "What is a sex crime in India may be sweet-heart 
virtue in Scandinavia. What is an offense against property in a capi- 
talistic society may be a lawful way of life in a socialistic society. 
What is permissible in an affluent economy may be a pernicious 
vice in an indigent community. Thus Criminologists must have their 
feet all the time in terra firma. (55) 


This terra firma is relative according to the social ethos and 
mores. If there is no universal and objective foundation for moral 
decision, what moral justification can be given to the Nurenburg trial 
of the Nazi officials? For that court’s actions were not based on 
any positive laws of a country. Moreover the Nazi officials claimed 
that they merely obeyed the laws of a government democratically 
elected. But the Nurenburg court condemned the war criminals 
basing on no pasitive law of a country nor on public opinion of 
the Germans. But the court said that the Nazi generals acted against 
humanity by violating natural justice or natura! law. As Alexander 
Solzhenitsyn wrote "It is also depressing to note that the intellectual 
pseudo-elite endangered by the free-for-all of contemporary publicity, 
ridicules the absolute nature of the concepts of good and evil, 
masking its indifference towards them by appeal to the pluralism 
of ideas and actions".(2) 


C.S.Lewis, the famous English thinker wrote: "And what of the 
second objection that the ethical standards of different cultures differ 
so widely that there is no common tradition at all? The answer Is 
that this is a lie - a good solid resounding lie. If a man will go 
into a library and spend a few days with the Encyclopedia of Religion 
and Ethics he will soon discover the massive unanimity of the practi- 
cal reason in man .... he will collect the same triumphant'y monoto- 
nous denunciations of oppression, murder, treachery and falsehood; 
the same injunctions of kindness to the aged, the young and the 
weak, of alms giving and impartiality and honesty...... he will no 


ature".(3) 
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judgement apparently betrays a relativism 
which seems to consider that we are the creators of good and evil. 
From this stand the ultimate conclusion is easily drawn. We are 
masters of our life and death. This is exactly, what the judgement 
states by quoting poet William Ernest Henley who wrote: 

“am the master of my fate, 

| am the captain of my soul".(2) 


The Supreme Court 


In this perspective, termination of life is merely a matter of 
human autonomy. This, far from being a stand of Indian culture, 
is a conclusion of western atheistic existentialism, which considers 
suicide as the supreme philosophical act. For Albert Comus said 
"there is only one serious philosophical problem - Suicide". Within 
a religious culture, life is God's gift. "Thou shall not kill" is the abso- 
lute law that defends human dignity. Unfortunately the Supreme 
Court verdict has challenged the sacredness of life. Euthenesia is 
not far away here. As the great saint and scholar of Christian tradi- 
tion St. Augustine wrote "He who kills himself, kills nothing else 
than a man". 


The words of the Decalogue are the laws of God to protect 
human life and dignity. As Gabriel Marcel righily observed, the resoun- 
dingly repeated word in every commandment is "thou". When the 
commandments are broken human ‘thou’ becomes an "It" of manipula- 
tion. Man has usurped the throne of God, to the effect of manipula- 
ting and debasing man and this judgement may be used to debase 
him further. 
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GUIDELINES FOR STRATEGIES 
IN SUICIDE PREVENTION 
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National Strategies for Prevention of Suicidal Behaviours and 
the Provision of Supportive and Rehabilitative Services 
to Persons at Risk and to Other Affected Persons 
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A. INTRODUCTION 


ing support for the Meeting came from Health and Welfare, 
Solon Caen Bureau; Alberta Health; Alberta Family and Soci- 
al Services: Alberta Heritage Foundation for Medical Research; Canadi- 
an Mental Health Association, Alberta Division; The University of 
Calgary, Faculty of Social Work; and Living Works Education. Inc. 


The National Strategy Guidelines were prepared to encourage 
national strategy action in all countries, appropriate to their national 
circumstances and to provide a means whereby the international 
community may support national efforts. The guidelines were prepa- 
red for distribution to: 

1) all national governments, through the United Nations (UN) and 
the World Health Organization (WHO). 

2) all concerned nongovernmental organisations, institutions and indi- 
vidual specialists, through their representative organizations; and 
3) the concerned public, including persons at risk and persons affected. 


In preparing the National Strategy Guidelines the Meeting respon- 
ded to the clearly rising incidence of suicidal behaviours, identified 
in many countries, and to the lack of comprehensive national strate- 
gies designed to deal with this situation. Also, the Meeting reponded 
to increasing concerns from the international community, at both inter- 
governmental and nongovernmental levels, for more effective policy 
attention in the field of developmental social welfare. These concerns 
had been set forth in the Guiding Principles for Developmental Social 
Welfare Policies and Programs in the Near Future, adopted at an 
Interregional Consultation of Social Welfare Ministers in 1987, and 
endorsed by the United Nation’s General Assembly at its forty 
second session in 1987 (resolution 42/125). The Guiding Principles 
were reaffirmed in 1989 (resolution 44/65) and approved in 1991 
as a major framework for action at the local, national, regional and 
interregional levels in developmental social welfare (resoultion 46/90). 


The targets and objectives of the Guiding Principles pointed out 
the need for social welfare programs to give greater attention, among 
other things, to the effects of various types of harmful behaviours. 
The Secretary General’s 1992 report (document A/48/56 E/1993/6) 
to the General Assembly on monitoring the implementation of the 
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Guiding Principles noted that the effects of harmful behaviours, inclu- 
ding several other areas of concern, were in many ways more alar- 
ming in 1992 than in 1987. Implementing many of the recommenda- 
_tions of the report had encountered severe difficulties in spite of 
innovative approaches in many countries. Although the validity of 
the Guiding Principles is still recognized, greater efforts are called 


for if acceptable global social-well being is to be achieved within 
a reasonable period of time. 


In several Western countries widespread stress and anxiety has 
caused an increasing incidence of individual dysfunction, including 
rising suicide rates among young people, coinciding with a decline 
in the capability of many families and communities to provide adequa- 
te care for their younger members. Many countries lack comprehen- 
sive national strategies which include effective social policy contribu- 


tions to preventing and resolving severe dysfunctional conditions, 
including suicide. 


In Central and Eastern Europe the social costs of transition to 
a market economy have become increasingly high. The incidence 
of stress, anxiety and suicide, as well as alcoholism, druy abuse, 
delinquency and crime, are rising rapidly in Africa, Asia, and Latin 
America. Governments of most countries acknowledge that achieve- 
ment of the goals of the Guiding Principles requires macro-level eco- 
nomic and political policies, and appropriate regional planning. 
However, a complementary social policy intervention is also conside- 
red essential. Because individual dysfunction in these countries is 
a form of disadvantage, even though it is based upon poverty, ill 
health and illiteracy, social policy interventions must be extended 
to include individual and family work of social workers, other mental 
health professionals and lay personnel engaged in prevention as 
well as care and rehabilitation. 


The Secretary General's analysis of global problems suggests 
that a significant cause of their severity and persistence is an insuffi- 
cient inclusion in societal sirategies of adequately formulated social 
policies and provision of the resources necessary for their 
implementation. 


Governients have increasingly acknowledged that social policy 
must be given much higher priority. Some Governments, although 
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ave moved towards treating social issues Com- 
prehensively rather than sectorially. There is growing convergence 
tal agencies and concerned intergovern- 


in thinking among governmen gov 
mental organizations, international nongovernmental organizations 
and specialists,that an effective social policy must comprise a num- 
ber of mutually reinforcing emphases, which include the promotion 


and support of individual, family and community efforts to overcome 
dysfunctional conditions by means of strengthened social welfare 


services. 


not yet the majority, h 


More and more member countries are acknowledging that the 
direct and immediate costs to society of containing and compensa- 
ting for individual dysfunction are very large and they significantly 
exceed the cost of policy interventions designed to prevent or resolve 
such dysfunction. High levels of individual dysfunction in countries 
places severe constraints upon the desired realization of human resour- 
ce potential, resulting in higher individual productivity, creativity and 
entrepreneurial effort. 


Based on the conclusions in his report the Secretary General 
asked the General Assembly to consider a number of courses of 
action which might be taken by Governments. These included the 
encouragement of national governments, in close consultation with 
all relevant nongovernmental organizations(NGOs) and _institution- 
s,and United Nations assistance, if appropiate, to establish compre- 
hensive national social policies. Suggested components of national 
social policy include national strategies for dealing with such severe 
problems as anxiety, stress and suicide; drug and alcohol abuse; 
HIV/AIDS; homelesseness; family violence; delinquency and crime; 
and other severe dysfunctional conditions. 


These National Strategy Guidelines address the need for Govern- 
ments to approve national strategies for suicide prevention as a com- 


ten part of their efforts to establish comprehensive national social 
policies. 


B. SUICIDAL BEHAVIORS AND THE NEED FOR MOR 
EFFECTIVE POLICY ATTENTION. ; 


Suicide is a global tragedy. Each and every year at least 
5,00,000 people die by suicide. However, the real number is certainly 
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much greater. Estimates run as high as 1.2 million, because suicide 
iS seriously underreported in all countries. Suicide is not only a pro- 
blem of the highly industrialised affluent societies in the northern 
hemisphere. It is a problem in both hemispheres in developing and 
developed countries and it occurs among all age groups and social 


classes. In fact certain developing countries are among those with 
the highest suicide rates in the world today. 


Although there is large international variation in suicide mortality, 
the global picture for the last few decades has been one of rising 
trends. This has been particularly noted among the younger age 
groups even though the highest rates are still found in the elderly. 


One consequence of this development has been that in the majo- 
riy of countries, suicide now ranks among the top ten causes of 
death for individuals of all ages and among the three leading cause 
of death for adolescents and young adults. In some countries, suici- 
de is the leading cause of death for those in their late twenties 
or early thirties. 


The global significance of the suicide problem becomes even 
more apparent if one considers the fact that in many countries, such 
as Australia, Hungary, Japan, the Netherlands and Sweden the num- 
ber of suicide deaths is much higher than the number of motor 
vehicle deaths. This comparison also makes painfully clear that the 
suicide problem has been generally neglected or ignored all around 
the globe. 


Suicidal behavior statistics show that in addition to the number 
of suicides, at least twenty times as many persons make non-fatal 
suicide attempts serious enough to require medical attention, often 
resulting in irreversible disability. In many countries suicide attempts 
are one of the main reasons for hospital emergency admissions and 
treatment of young people, putting a heavy burden on their health 
care systems. The majority of individuals who attempt suicide tend 
to be adolescents and young adults and together they form a pool 
from which many future suicides emerge. 


In addition to the many millions of persons, who for reasons 
of social and emotional suffering and loss of hope, commit or attempt 
suicide, there are the innumerable others, such as family members, 
friends, colleagi s and care givers, whose lives are profoundly affec- 
ted. Given that for every suicide and suicide attempt there are at 
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ons intimately related to the individual in question, 
then each year many millions of survivors are added to the tens 


of millions of persons already struggling, often for many years, to 
cope with the impact of a suicide tragedy on their life and well-being. 


Apart from the economic costs involved in providing a range 
of services to those who exhibit suicidal behaviour and the persons 
around them, there is also the fact of these individuals no longer 
contributing to the social and economic functioning of their communi- 
ties. One measure of this is the calculation of the years of productive 
life lost. It has been estimated that at a global level economic losses 
from suicidal behaviours amount to about 2.5 percent of the total 
economic burden due to diseases. 


Suicde is a small word, which stands for a great sea of loss, 
suffering and grief. In most cases, the tragedy of suicide can be 
prevented, since treatable mental and addictive disorders, adverse 
social conditions, lack of supportive environments for individual deve- 
lopment and the absence of appropriate services for people in need 
play a major role in the incidence of suicidal behaviours. Rising to 
the challenge of reducing this huge sea of suffering is the basic 
motive behind the call upon nations to develop national strategies 
for suicide prevention and an equal call for relevant organizations 
to assist them in this most needed and urgent endeavor. 


C. ORGANIZING PRINCIPLES 


Acting on the premise that individual life has value and meaning, 
segments of societies have supported and organized suicide preven- 
tion activities for centuries. These National Strategy Guidelines 
evolve from that body of work representing a renewed and broade- 
ned approach to suicide prevention. At all levels, actions directed 
toward the prevention of suicide should be based on objectives that 
can be evaluated for their effectiveness. These objectives flow from 
several goal statements and a number of organizing principles. The 
latter are harmonious with existing principles, but significantly expand 
both the focus of our prevention efforts and the actors, agencies 
and actions which can be considered. 


least five pers 


1. Suicidal behaviours and the conditions antecedent to them are 
the appropriate focus for prevention activities. This expansion of the 
field of interest includes completed Suicide, attempted suicide or para- 
Suicide, and those conditions, states and disorders which proximally 
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herald or predispose self-destructive behaviour 


2 Employing a bio-psycho-social fram 
are viewed from a broad perspective of human development. Suici- 
dal behaviours are understood to be muitifactorial, multi determined 


and transactional in their origins, and to develop cumulatively through 
identifiable, but complex pathways or trajectiories. 


ework, the contexts of Suicide 


3. No single discipline or level of social organization is solely responsi- 
ble for suicide or for suicide prevention. As a consequence, the 
issues and solutions of suicidal behaviour are appropriately acted 
on by everyone in the community. Both individuals and agencies 
are, within their areas of competence and capicities, empowered 
to action as part of a network of community-wide resources. 


4. Individuals in’ many roles and at all levels of community/society 
possess the expertise to make a unique and productive contribution 
to the prevention of suicidal behaviours. 


5. The mosaic of community resources for suicide prevention opera- 
tes most effectively when their activities are coordinated and integra- 
ted. Collaboration at an intersectorial and interregional level, between 
government and NGOs, and involving public and private sector contri- 
butions is also of fundamental importance. 


6. A conceptual framework for understanding suicidal behaviours is 
needed to generate systematic and goal-oriented research and preven- 
tion activities. 


7. Equipping individuals, families and communities with the know- 
ledge, skills and values to foster and maintian the general health 
and social well-being of themselves and their communities is essenti- 
al. These universal activities directed towards all members of the 
society should complement the continuing availablitiy of specific inter- 
ventions for known problem or at-risk groups. 


8. A convergence of experience and wisdom in many nations sup- 
ports the belief that some, perhaps many, suicidal behaviours can 
be prevented. 


The National Strategy Guidelines offer a means to facilitate the 
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development of national strategies for the prevention of suicidal beha- 
viours within the socioeconomic and cultural context of each country. 
The document should not be considered an explicit instruction to 
be followed by every government which intends to establish national 
strategies for the prevention of suicidal behaviours and the provision 
of supportive and rehabilitative services to persons at risk and to 
other affected persons. Each Government needs to adapt or modify 
specific components of the National Strategy Guidelines to fit their 
own cultural, economic, demographic, political and social needs. The 
strategies should be revised periodically to reflect new knowledge 
in the field of suicide prevention and experience acquired during 


their implementation. 


D. OBJECTIVES OF A NATIONAL STRATEGY 


Preamble 


Suicide is a behavior with devastating effects on the cohesive 
fabric of society. The range of suicidal behaviours is broad and resul- 
ts in much pain, suffering, and disruption in the lives of individuals, 
families and communities. The nature of the overall problem necessi- 
tates the development of strategies that reflect a holistic approach 
to prevention. This would ensure a comprehensive, coordinated and 
collaborative strategy to reduce the expression and consequences 
of these behaviours. 


Aim 
To promote, coordinate and support culturally appropriate inter- 


sectiorial programs for the prevention of suicidal behaviours at natio- 
nal, regional, and local levels. 


Goals 


The follwing goals outline the range of outcomes that would 
support the aim of a national Strategy: 


1. Preventing premature death due to suicide across the life span. 
2. Reducing the incidence and prevalence of other suicidal behaviors. 
3. Reducing the morbidity associated with suicidal behaviors. 


4. Providing opportunities and Settings to enhance resiliency, resour- 


cefulness, respect, and interconnectedness for individuals, families 
and communities. 
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Objectives 


The following objectives are representative of the type of activi- 


ties and approaches that would sup 
port the attainment 
Strategy goals: abe 


1a Develop a nation-specific conceptual framework for implementing 
monitoring and evaluating suicide intervention programs that addres- 


ses the specifics of the problem and fiis the unique characteristics 
of the nation. 


2. Adopt a standard taxonomy for suicidal behaviors. 


3. Promote the early identification, assessment, treatment and refer- 
ral of persons at risk of suicidal behaviours fur professional care. 


4. Increase public and professional access to information about all 
aspects of preventing suicidal behaviours. 


5. Promote and/or support the establishment of an integrated data 
collection system which serves to identify at-risk groups, individuals, 
situations and settings associated with life-threatening behaviours. 


6. Promote public awareness with regard to issues of mental well- 
being, suicidal behaviors, consequences of life stresses and effective 
crisis manertement. 


7. Develop or maintain a comprehensive training program for identi- 
fied gate keepers; e.g.,police, educators, clergy, primary health care 
providers, mental health professionals, and others. 


8. Where indicated, adopt culturally appropriate protocols for the 
public reporting of suicidal events. 


9. Promote increased access to comprehensive services for those 
at risk for, or affected by the full range of suicidal behaviours. 


10. Provide supportive and rehabilitative services to persons affected 
by suicidal behaviors; persons who are at risk or who have attempted 
suicide: their family, friends, colleagues and other associates. 


41. Reduce the availability, accessibility and attractiveness of the . 
means for suicidal behaviours. 


12. Identify and/or establish institutions or agencies to promote and 
coordinate research, training and service delivery with respect to 
suicidal behaviours. 
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gislation and administrative regula- 


3. Develop or modify relevant le . istré 
‘ tion of national objectives. 


tions to facilitate the implementa 


E. PROCEDURES FOR UNDERTAKING 
THE FORMULATION OF A NATIONAL STRATEGY. 


Given that a comprehensive national strategy exists in only a 
very few countries, the most important activity, likely to occupy the 
energies of concerned institutions and specialists, both governmental 
and private in most countries, for a period of at least several years 
is the actual formulation and adoption of national strategy objectives. 


National strategies for the prevention of suicidal behaviours must 
be linked to a corresponding policy declaration of a national govern- 
ment. There is much to be gained by recognizing the need for a 
government policy to address the human tragedy of potential years 
of life lost to suicide, the economic losses attributable to all forms 
of self-destructive behaviours and the often tragic social well-being 
impact on those affected by suicidal behaviours. 


The value of developing a comprehensive national strategy is 
based on the assumption of broad involvement from different sectors 
and segments of society. This is well in line with the current trend 
observed in the production of policies of interest to a society which 
favours and stresses community-based activities and community 
involvement in the planning, implementation and evaluation of natio- 
nal programs. 


With the adoption of a government policy on the increasing pro- 
blem of suicidal behaviours, it is expected that an identified govern- 
ment agency or NGO will be designated and funded as the co- 
ordinating body responsible for the bio-psycho-social problems associ- 
ated with suicidal behaviors. In countries that have institutional arrage- 
ments responsible for the general well-being of its citizens, an 
existing body, public or private will likely be appointed. In other 
countries where such institutional arrangements are absent, it is expec- 
_ ted that the government will establish a co-ordinating body responsi- 
ble for the formulation of a national strategy. 


Experience has shown that the formulation of national strategies 


are more likely to succeed if they are guided by the inclusion of 
several basic elements : 
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Government policy 

Supporting conceptual framework 

General aims and goals 

Measurable objectives 

Identification of agencies/community organisations to imple- 
ment the objectives. 

Monitoring and evaluation. 


iS eLY> 
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Initial Review 


Once the co-ordinating body is appointed, it is important to exami- 
ne comprehensively what is known about national trends in suicide 
and other suicidal behaviors; to identify causal and correlational pat- 
terns, to evaluate the impact on those affected by suicidal behaviors, 
and to determine the available level of constructive support service 
to those at-risk or affected. One of the early activities of the co- 
ordinating body is to conduct or commission a systematic review 
of what is known about the problem of suicidal behaviors in their 
society. The co-ordinating body will also carefully review and determi- 
ne the extent to which the basic elements of a national strategy 
are already in place. 


Strategy Development 


It is expected that the co-ordinating body will be given the respon- 
sibility to identify and invite the participation of interested groups 
from the public and private sector to participate in the process of 
formulating a national strategy. An initial meeting might be held of 
experts drawn from all sectors who are known to be concerned about 
the problem of suicidal behaviors. The meeting might best consist 
of an informal and preliminary exchange of views, perhaps lasting 
1 or 2 days. At this meeting the co-ordinating body might undertake 
the reponsibility of establishing a mechanism for requesting, ieee 
ving, reviewing and discussing inputs from a multi-sectorial represen 
tation of individuals, groups and organizations. The sah ota pe 
body’s intention is to create an atmosphere of interest In deve ita 
a collaborative, comprehensive, intersectorial, ee ; oe 
gy to achieve the goals and objectives within a broad general nea 
and social well-being conceptual framework. 


The co-ordinating body will undertake the responsibility to draft 
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nted national strategy plan, and distribute this 
draft for review and revisions, to community-based individuals and 
representatives of community groups and organizations. The national 
strategy document at this stage should deal primarily with the develop- 
ment of general aims and goals and priority national objectives in 
keeping with the policy interests of the national government. 


a policy and goal-orie 


With endorsement from the community-involved representatives, 
the co-ordinating body will submit the recommended national strate- 
gy plan to the government for approval. 


Community-Initiated Procedures 


Although government policy is a necessary element for the suc- 
cessful formulation of strategies at national, regional or local levels, 
government concern about the problem of suicidal behaviors, compa- 
red to other general public problems, may not be an issue of priority. 


In countries where this situation exists, it may be necessary 
for concerned individuals, groups or organizations at the community 
level to initiate several additional steps toward the formulation of 
a national strategy. Appendix || provides a schematic outline of these 
steps and shows their linkage to the government initiated steps fol- 
lowing a government's decision to make the problem of suicidal beha- 
viours a national policy priority. 


F. PROCEDURES REQUIRED FOR 
THE IMPLEMENTATION, REVIEW AND 
REFORMULATION OF A NATIONAL STRATEGY 


Success of a national strategy for the achievement of objectives 
for reducing the incidence and prevalence of suicidal behaviours and 
for providing supportive and rehabilitative care, involves the need 
to delegate institutional responsibility for the transforming of these 
objectives into concrete reality. Thus it is important for countries to 
articulate the relationship of thier national strategy objectives to their 
specific institutional structures and processes. 


The process of articulating these relationships should be facilita- 
ted by the government-designated co-ordinating body, which in addi- 
tion to its mandate to formulate a national Strategy plan, should have 
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a mandate to develop, 


implement and co-ordinate activities leading 
to achievement of suici 


de prevention Objectives. The co-ordinating 


Countries which currently have a designated co-ordinating body 
responsible for the implementation of their national strategy are encou- 
raged to consider possibilities for broadening collaborative efforts 


with public and private sector co-ordinating bodies at different regio- 
nal levels. 


It is Suggested that the co-ordinating body at this Stage of the 
national strategy process focus on identifying implementation strate- 
gies of surveillance to monitor the problem; basic research to identify 
risk factors; program development to develop intervention programs 
and services; and evaluation research to develop means to test the 
effectiveness of interventions. The process of strategy articulation 
and approval should be interactive and dynamic as progress towards 
addressing suicidal behavior proceeds. It is advised that the co- 
Ordinating body supervise implementation of the Strategy in the areas 
of research, services, training and monitoring systems. Additionally, 
the co-ordinating body should initiate and encourage the involvement 
of a broad spectrum of institutions, groups and individuals within 
the society. The co-ordinating body should have the mandate to 
request international techincal assistance if needed. 


Governments are advised of the importance of providing this 
co-ordinating body with executive, financial and technical heer be, 
that enable it to carry out its formulation and implementation responsi 
bilities, effectively and efficiently. 


G. PROGRAM ACTIVITIES WITHIN 
RELEVANT POLICY AREAS 


The National Strategy Guidelines offer a means to ictal ae 
development of national strategies for the prevention 4 ripe 
the socio economic and cultural context of each vie reba biftEGOS 
of suicide, and the provision of supportive, caring =i aie aie 
services require numerous distinct efforts eT ciekoie ih Sconce 
rent specialist persons, groups, and separate institutio 
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dinated manner. These efforts are likely 
lity of a number of distinct policy areas 
| services, legal, police and so on). 


hensive but carefully co-or 
to fall within the responsibi 
(health, education, welfare, socia 


Those responsible for actual formulation at the national level 
will have the task of drawing up appropriate plans for all populations 
at risk (e.g. persons in crisis, mentally disordered persons, and per- 
sons in correctional facilities, etc.) Within these guidelines it would 
not be appropriate to provide detailed sets for all possible contingen- 
cies, i.e., all populations at risk or all sectorial intervention areas. 
Appendix |, by way of example, sets out measures concerned with 
the increasing number of suicides committed by young persons, part 
cularly young men. A special challenge in most countries, besides 
helping people in acute crisis, Is finding new means of coping for 
children and young people, and alleviating injurious living conditions 
and situations. 


H. PUBLICATION AND DISSEMINATION 
OF A NATIONAL PLAN DOCUMENT AND 
OF REGIONAL AND LOCAL VARIANTS 


Once the comprehensive national strategy for suicide prevention 
is formulated by following the procedures outlined in sections A-F 
above, it should be published in full and made available to all inte- 
rested institutions and persons, as well as being widely disseminated 
to the public. It should be accompanied by more detailed explana- 
tions and guidelines on all of its components, if possible in the form 
of information kits designed to meet the likely needs of different 
categories of instituions, and different categories of populations at 
risk. Wherever necessary, appropriate information should be made 
available in the separate languages of all residents, and particularly 
in those of persons at high risk, as, for example, some indigenous 
peoples, older immigrants and others. 


In many circumstances it will be valuable to formulate and 
publish local or regional variants of the national plan indicating in 
very specific terms the responsibilities of all concerned agencies. 
Provision of local information materials, including detailed information 
on ‘the availbility of local services and the means to contact the 
various institutions, would be of the greatest value. 
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_ Good public information systems are needed because of the 
major importance given to 1) promoting public awareness of the 
nature and causes of the problem and the means to identify persons 
at risk; 2) providing quick response preventive measures within the 
context of families, schools and work places; and 3) having rapid 
access to appropriate specialist institutions, if required. At the natio- 
nal level it would appear important for the institution responsible 
for public information to designate a specialist sub-unit to dissemina- 
te suicide prevention information. At regional and local levels a simi- 
lar public information responsibility could be assigned to a specific 


organizational entity, public or private, involved in the prevention of 
suicidal behaviors. 


i. ARRANGEMENTS FOR MONITORING 
OF IMPLEMENTATION, REVIEW AND APPRAISAL, 
AND REFORMULATION 


The effectiveness of implementing national strategies and plans 
need to be monitored from the very beginning. At the operational 
level this involves the evaluation of the internal efficiency of individual 
projects and programs in terms of their specific objectives. It also 
involves a more extensive evaluation of the extent to which the entire 
package of implemented strategy activities designed to achieve natio- 
nal objectives appears to be making an adequate impact upon the 
problem in the context of changing societal conditions. 


However, in most countries a national strategy will be a new 
instrument. Consequently, it would be wise to allow for a sufficient 
period of time for the various measures to be carried out, evaluated 
and, if necessary, adjusted at the micro-level. Care should be taken 
to avoid a situation where a series of changes in strategy are made 
faster than the ability of the various administrations to make the 
changes to effectively put into effect the necessary measures. 


J. INTERNATIONAL PROMOTION AND SUPPORT 


International promotion and support of national strategies needs 
to be evident without interfering with the right of each nation to formu- 
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late a national policy of suicide prevention appropriate to the circum- 
stances of that country. 


Intergovernmental organizations, such as the UN and WHO can 
provide assistance in making the National Strategy Guidelines availa- 
ble and widely disseminated to all govenments around the world. 
In return, each nation can be requested to inform these organizations 
of their views and proposed actions. Specifically, the UN can provide 
a clearinghouse function for the collection and publication of national 
strategy plans from different countries. Additionally, these organiza- 
tions can be important sources of feedback to national strategy co- 
ordination bodies. They can provide on-going support for the importan- 
ce of a suicide prevention strategy being included as an integral 
component of a country’s comprehensive social policies, and they 
can provide technical support for membr nations, who request assistan- 
ce in the development and implementation of a national strategy. 


International and national non-governmental organizations have 
a major role to play in sponsoring and hosting congresses to present 
and disseminate new knowledge and information about suicide preven- 
tion. 


The UN and WHO can maintain a constant dialogue, provide 
advice and act as a liaison with NGOs who may be able to provide 
specialist help to government efforts to develop a national strategy. 
NGOs can assist national Strategy co-ordination bodies through their 
efforts to keep the public well informed about the magnitude and 
severity of the problem nationally and globally. They have important 
roles to play in providing technical and financial support for the asses- 
sment of the problems within a given nation, and for the assistance 
they can provide in the development and implementation of national 
Strategy plans. NGOs have an especially important role in promoting 
the importance of research on culturally specific high risk factors, 


and in the development of culturally appropriate preventive 
interventions. 
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APPENDIX | 


Youth Sub-Strategy 


The following is intended to be one example of activities which 
might be appropriate for a sub-strategy concerning youth. These exam- 
ples could be applied to other populations at risk with appropriate 


modifications. Recommended measures include, but are not limited 
to: 


1) The provision of adult nurturing, basic health care, nutrition, shel- 
ter, educational and occupational opportunities, and protection again- 
st all forms of violence should be recognized as components of a 
comprehensive prevention strategy against a wide range of serious 
problems. Networks of community resources should be established 
for this purpose. 


2) Children and young people should be supported by their families 
and communities in order to enable them to exercise culiurally and 
developmentally-appropriate control over their own lives, to increase . 
their self-esteem, and to effectively cope with problems. Parenting 
skills training including the use of appropriate disciplinary practices 
to promote the dignity of the child, should be offered. Children and 
youth should be provided with age-appropriate opportunities to 
increase feelings of mastery, responsibility, and interpersonal problem- 
solving skills. A chance to finish school should be secured for all 
children and youth. 


3) Every suicide attempt by a young person should be investigated, 
and appropriate support and treatment must be provided for them 
and their families. Multidisciplinary expertise should be employed in 
these activities. Furthermore, because suicidal behavior is often chro- 
nic, a well-organized structure of follow-up should be established 
for high-risk youth. 


4) Research aimed at the identification and investigation of high risk 
groups among youth should be encouraged and financed by govern- 
ments, and by nongovernment and business organizations In the 
private sector. Risk groups include those who have attempted SuICi- 
de: have mental and addictive disorders (e.g., depression, conduct 
disorders, schizophrenia, alcohol and other drug abuse disorders); 
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m the community, or have experienced 


and those who are isolated fro | 
tal divorce, unemployment, failure 


loss (e.g., death of a parent, paren 
in academic performances, etc.) 


5) identification of high risk groups among youth could be facilitated 
by public and professional awareness programs about mental and 
addictive disorders, the related warning signs. of sucidal behaviors, 
and effective treatments that are currently available. Early identifica- 
tion of mental and addictive disorders, and appropriate treatment 
for them, should be emphasized. Programs should be carefully tailo- 
red to each target population. Every effort to decrease the stigma 
against suicidal behaviours should be part of these prevention efforts. 


6) Reduction of availability and accessibility of lethal methods of 
suicide should be considered both on an individual, community, regio- 
nal and nationwide basis. 


7) A statistical analysis of national mortality data indicates that 
cluster suicides occur predominantly among adolescents and young 
adults, and that such clusters account for approximately 1% - 5% 
of all suicides in this age group. Therefore, when a death (accidental 
death or suicide) occurs, appropriate measures should be taken imme- 
diately for the prevention of suicide clusters. In this circumstance, 
the importance of establishing in advance a cooperative relationship 
with mass media should be emphasized. Otherwise, a suicide cluster 
might develop as a consequence of the exaggeration or glorification 
of suicide in the media. 


8) Postvention services should be available to provide psychological 


and social support help to the victim’s significant others (family, 
friends, relatives, etc.,) 
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APPENDIX Ii 
Community-Initiated Procedures 


|n some nations the efforts to develop a national Strategy of 
Suicide prevention will begin at the citizen level. The initial action 
could be initiated by an_ individual, grass roots workers, ad-hoc 
groups of concerned citizens, or leading NGO interest groups. Recom- 
mended steps to follow include, but are not limited to: 


1) Whoever initiates the process must undertake a review of existing 
knowledge about suicidal behaviors within their society. This will inclu- 
de definitions, magnitude of the problem, methods of suicide, servi- 


ces available for those at risk and those affected, and cultural attitu- 
des toward the issue. 


2) The nature of problems determined from the review must be tran- 
slated into a statement or issue of concern that will attract the inte- 
rest of policy makers and help them see the relevance of the problem 
to the well-being of the nation. . 


3) The initiators of the community-based action are advised to genera- 
te support from a coalition of interested parties in the country (they 
could be local, regional, national or international in representation). 
These groups need to formulate a common declaration of intent 
among themselves to promote the need for a national strategy on 
Suicide prevention in their country. 


4) The members of the coalition should collectively review the 
existing knowledge on suicidal behaviors to make sure everyone 
is at a similar level of understanding and agreement on the nature 
of the problem. A detailed analysis of the problem should be prepa- 
red for distribution to members of the public and other potential 
supporters. 


5) A public awareness strategy, using public forums, media covera- 
ge, and print campaigns should be activated to broaden public sup- 
port for a naticnal strategy. 


6) Members of the coalition should jointly organize a culturally accep- 
table strategy to lobby, petition, and influence government policy 
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makers of the need for a policy-level priority to address the problem. 
7) As part of their strategy to influence government policy, members 
of the coalition should prepare a proposed national strategy and/or 
provide examples of national strategies used in other countries as 
information for the policy-makers. 


8) The coalition will need to devise short and long-term steps to 
sustain their strategy of influence until the government develops a 


national policy position. 


Subsequent steps after the national government adopts a policy prio- 
rity for the prevention of suicide. 


9) The coalition may need to develop a further strategy to sustain 
the government's attention on the importance of the policy until they 
appoint a co-ordinating body responsible for the formulation and imple- 
mentation of a national strategy. 


10) The national government agrees to the formulation of a national 
strategy on suicide prevention consistent with government policy 
priorities. 


11) The national government establishes or designates a 
government/non-government co-ordinating body responsible for the 
prevention of suicidal behaviours. 


12) The appointed co-ordinating body is given a mandate to identify 
and invite concerned groups from the public and private sectors to 
participate in the process of formulating a national strategy. 


13) The mandate of the co-ordinating body is broad enough to inclu- 
de reponsibilities for promoting, developing, implementing and co- 


ordinating activities leading to the achievement of national strategy 
objectives. 


14) The national government provides the co-ordination body with 


executive, financial and technical resources to ensure effective and 


efficient formulation and subsequent achievement of national strate- 
gy objectives. 


15) The co-ordinating body takes the necessary steps to formulate 
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a national strategy for 
policy, a Supporting co 
measurable objectives, 
mented programs. 


government approval, guided by government 
nceptual framework, general aims and goals, 
and a mandate to monitor and evaluate imple- 


16) Strategies are implemented throu 
areas of prevention and broad invol 
and segments of the nation. 


gh appropriate programs in all 
vement from different sectors 
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APPENDIX Iil 


Developing a Conceptual Framework. 


de the formulation and implementa- 
tion of national strategy guidelines for the prevention of suicidal beha- 
viors and the provision of support and rehabilitative services to those 
affected, based on current knowledge and levels of intervention tech- 
nology should be practical in nature. The framework adopted by 
a national government should allow for an easy identification of inter- 
vention targets. Within a traditional public health model, "host" (poten- 
tial suicide victims) groups can be fairly easily identified, for example, 
at-risk populations and attempters. At the "environment" level, contri- 
buting variables can be identified including social support resources, 
economical factors, legal sanctions and community attitudes that are 
associated with increased vulnerability of host groups. At the "agent" 
level the means and methods of inflicting self-injury are reasonably 
easy variables than can be targeted to decrease availability (i.e. gun 
control) or to increase knowledge of potential lethality of the means 
(i.e. harmful effects of "overdoses" in low amounts.) 


Developing a framework to gui 


For each intervention target, the framework should provide for 
multiple levels of responsibility and implementation, ranging from the 
actions of individuals to the involvement of international organiza- 
tions. The framework also should provide for action steps that will 
take a variety of forms. The traditional prevention model, for exam- 
ple, provides for primary, secondary and tertiary forms of interven- 
tion. Primary interventions would aim to minimise the risk of resorting 
to self-injury actions. For example adequatly treating all individuals 
with significant affective disorders, schizophrenia., alcoholism, and 
| ports abuse and severe personality disorders would drama- 
ia y page the incidence of suicides and suicide attempts. Secon- 
ram cdi, | would include early detection and treatment of con- 
all pais oe i self-injury actions. The adequate training of 
aatectibe be nh and mental health caregivers would increase the 
ly contemplatin provision of appropriate support for individuals active- 
affected Ma vit inhale Tertiary prevention would be aimed at those 
ment talib ee actions of another. The provision of bereave- 
Seeeiel dechitiae cagtapel services to family, friends, and colleagues 
ihe. nomial aileys e number of survivors who are often isolated from 

2 al gneving process. The advance preparation of policy guide- 
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lines by communities and institutions (i.e., schools) to deal with the 
impact of suicide deaths would greatly increase the effectiveness 


of responsible leaders to provide supportive services when large num- 
bers are affected by a suicide 


This appendix provides an example of a general public health 


frame work that might be developed as part of a National Strategy 
Guideline. 


For the purpose of this document, the term suicide prevention refers 
to all relevant activities which might reduce the morbidity, mortality 
and other consequences associated with suicidal behaviors. & 
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MAITHRI 


A CENTRE FOR BEFRIENDING PERSONS 
IN DISTRESS AND IN DANGER OF SUICIDE 


I1V/1082, Rajagiri Road, Rajagiri P.O. 
Kalamassery - 683 104. 
Telephone : 85 6988 


Sponsored by : 


The Sahrudaya Services and Charities, 
Rajagiri province of CMI Congregation, 
Kalamassery, Kerala and 

Rajagiri College of Social Sciences, 
Kalamassery, Kerala. 


Co-ordinated by : 
The Centre for Health Care Research and Education, 


Rajagiri .P.O., Kalamassery 
Kerala - 683 104. 
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OBJECTIVES OF MAITHRI 


Maithri aims at preventing suicide among the people of Kerala. It will 
work towards arresting the upward climb of the suicide graph in the state, 
and eventually reversing it. In addition to maintaining a befriending 
centre, Maithri plans to raise an army of volunteers who will be trained to 
identify suicidal persons and be of help to them. Maithri will have the 


following specific 
objectives. 


a. Toprovide facilities to ensure that volunteers are available at any 
hour of the day or night to offer emotional support to those passing 
throughpersonalcrisisandinimminentdangeroftakingtheirownlives. 


b. | Toconduct training programmes for social workers, teachers, 
religious personnel, N.S.S volunteers, health workers, etc; to 
intervene in the lives of the suicide prone persons. 


c. | Toundertake research projects on suicide in Kerala and to develop 
models for effective intervention strategies. 


d. Tomake available expertise to start suicide prevention 
programmes in other parts of the state. 


MAITHRI BEFRIENDING CENTRE 


The Maithri Befriending Centre will remain open every day of the 
year, Sundays and holidays included. It will function from "Sahrudaya 
Building", I1V/1082, Rajagiri Road, Kalamassery. Initially the centre will 
remain open from 2.00 p.m. to 8.00 p.m. We hope to be able to provide 
round-the-clock services as we progress. 


Callers 


Any person going through a period of personal crisis and wants to 
share his feelings to someone in strict confidence is welcome to take 
advantage of the befriending centre. Persons going through crisis due to 
a variety of reasons, namely bereavement, terminal illness, loneliness, 
marital discord, employment problems, depression, educational 
backwardness etc. and even harboring suicidal thoughts and want to 
unburden himself to an understanding other may call on Maithri. He will 
find someone waiting for him. He may walk into Maithri without a prior 
appointment and find in the waiting volunteer a trustworthy friend who will 
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listen to him without being judgmental. 
telephone as well. Alternatively, he can co 
Sure to receive a Prompt reply. 


He can contact Maithri by 
mmunicate by letteres. He is 


Confidentiality 


Callers to Maithri are assured of complete confidentiality about what 
they communicate to the befrienders. The volunteers will not divulge the 
contents of their communication with the callers to anyone outside the 
centre, even to their own Spouses or children. 


. To the caller, the befriender will be identified by his first name. His 
residence address or personal telephone numbers will not be disclosed. 


The caller in turn is not required to reveal his personal details except for 
Statistical purposes. 


Volunteers 


The volunteers to man Maithri will be carefully selected and 
effectively trained to become befrienders. They wili be present to 
befriend persons seeking help from the centre. Each volunteer is called 
upon to spare four hours every week to be available at the centre. 


Persons committed to the cause of a healthy society, who have the 
Capacity to listen without being judgmental and have the time to spare 
can become volunteers at Maithri. Persons of either sex, of any age, can 
come forward. 


The volunteers will be adequately trained to undertake this mission. 
It should be mentioned here that listening to another person particularly 
to one in distress is by no means an easy task. The volunteers from 
SNEHA, Madras, the first of the befriending centres in India will provide 
us the necessary expertise for training and induction of the volunteers, in 
the initial stages. 


BEFRIENDERS INDIA 


Maithri will function under the umbrella of Befrienders India, the 
national unit of Befrienders International. Befrienders International is the 
federation of national bodies of the befriending centres operating in thirty 
one countries worldwide. This movement was started by Rev. Chad 
Varah in the city of London in 1953. 


Befrienders India was established in 1992. Presently there are five 
centres in Madras, Hyderabad, New Delhi, Pondicherry and Bombay, 
under this umbrella. Maithri will be the sixth member of this fraternity. 
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You can be of help 


There are several ways in which you too can be of help to Maithri. 
The following are some options open to you: 


- Volunteer yourself to become a befriender at Maithri. Even if you 
cannot become a volunteer, spread word around so that others will 
volunteer to become befrienders. 


- You may use the media to educate people about the possibility of 
providing help to those in distress and preventing suicides. 


- If you come across anyone who needs help, you can direct him to 
Maithri or to centres which render such assistance. 


- You may make a donation to Maithri and encourage others to do 
the same. Please note that Maithri depends on local resources, 
mobilized with help from people like you. Your contribution may be sent 
to us by cheques or demand drafts made out in favour of the Principal, 
Rajagiri College of Social Sciences, Kalamassery. The same can be sent 
to Mr. P. O. George, Coordinator, Maithri, CHCRE, Rajagiri P.O., 
Kalamassery - 683 104, Kerala. 


Conclusion 


Maithri proposes to offer a hand of friendship to those who suffer 
from lack of opportunities to ventilate their feelings. The friends at Maithri 
will listen to them with interest and understanding, and without being 
judgmental. In addition to the frontline befrienders at the centre, Maithri 
will raise an army of grass root level workers to reach out to the suicidal in 
this state. Maithri dreams of a day when our brothers and sisters in the 
State will not think of inflicting any harm to their own persons. We dream 
of the day when everyone does his utmost to protect and nurture life. 


For more details contact: 


Centre for Health Care Research and Education, 
Rajagiri. P. O., 683 104 

Kalamassery, India. 

Tel : 0484 - 859112 
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‘ SUICIDE IN. at ernie focuses 
on the alarmingly high rate of suicide 
. among the people of Kerala. Beside 
‘exploring the factors contributing to 
this scenario, the book looks through 
various aspects of management of 
attempted suicide and people prone | 
bntO suicide. Several ‘models of preven- _ 
tion have been presented. The — 
accent is on prevention with people’s 
participation. It is hoped that this — 
_ book will prove to be a handy guide 
to health professionals, teachers, relic 
~— por sah “hc and social workers. 
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